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In Australia, patients with significant acute medical 
problems may be treated as in-patients within acute 
medicine, also referred to as acute general medicine, 
in a public hospital. 
Aged Care 
Assessment Service 
Multidisciplinary teams funded by the Commonwealth 
of Australia that provide assessments to older people 
to assist access to a range of federally funded 
programs including residential aged care, the 
Transition Care Program and respite care. 
Aged care 
consultancy and 
triage team  
A team at the participating health network of 
geriatricians and advanced practice nurses in aged 
care that conducts aged care assessments and 
supports transitional care planning and service 
navigation. 
Carer Informal, non-paid carer, as nominated by the patient. 
Client A care recipient of aged care case management or 
community nursing services. 
Community-based 
care 
Care provided within a program outside the 
healthcare network and based in the community 
setting, including general practice/family physician 
settings, home care programs, some sub-acute care 
and acute care programs in the home environment. 
Community care 
funding 
Formerly Home and Community Care funding and 
changed to Commonwealth Home Support Program 
on 30 June 2016; a funding program of the 
Commonwealth of Australia for home care services 
including community nursing and care provided by 
local government councils. 
Community nurse A nurse (registered nurse or enrolled nurse/licensed 
to practice nurse) providing nursing care in the 
community setting including district nurses. 
Enrolled nurse 
(licensed to practice 
nurse) 
A nurse with registration from the Australian Health 
Practitioner Registration Agency and educationally 
prepared at certificate or diploma level. 
Experience-based 
co-design 
The involvement of patients and carers in the co-
design of the health service with health practitioners 
to improve user experience of the service. 
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General practitioner A medical practitioner providing medical treatment 




A sub-acute care program within the Australian public 
health system focused on improving the functioning 





Public health networks in local geographical areas in 
Australia that provide a range of health and clinical 
care services in in-patient, outpatient and community 




A medical practitioner, nurse (registered nurse or 
licensed to practice nurse/enrolled nurse) or allied 
health practitioner (social worker, occupational 
therapist, pharmacist, physiotherapist). 
Nurse A nurse with registration from the Australian Health 
Practitioner Registration Agency including registered 
nurses (educationally prepared at Bachelor degree 
level) and enrolled nurses (licensed to practice nurses, 
educationally prepared at certificate or diploma level). 
Patient Former or current patient of the healthcare network. 
Post-Acute Care 
Program 
An Australian short-term support program that 
provides supports (personal care, home care, 
community nursing) to public hospital patients to 
enable early discharge from hospital. 
Registered nurse A nurse with registration from the Australian Health 
Practitioner Registration Agency and educationally 
prepared at Bachelor degree level. 
Sub-acute care Healthcare that aims to improve a patient’s 
functioning and quality of life. 
Transition Care 
Program 
A sub-acute care program within the Australian public 
health sector that aims to support older people who 
require time to recover following an acute illness and 
to plan their long-term care needs. 
Transitional care Interventions and approaches that promote safe and 
timely transfer of patients between levels of care and 




ACAS Aged Care Assessment Service 
EN Enrolled nurse 
GEM Geriatric Evaluation and Management 
GP General practitioner 
HITH Hospital in the Home 
NHS National Health Service (UK) 
PAC Post-Acute Care 
PCP Primary Care Partnership 
RCT Randomised controlled trial 
RN Registered nurse 
TCP Transition Care Program 
UK United Kingdom 




Transitioning from hospital to home is challenging for many older people 
living with chronic health conditions and for their families, and for 
healthcare practitioners across acute, sub-acute and community-care 
programs and settings. Suboptimal transitional care can result from 
difficulties in care integration and is problematic in both human and health 
service efficiency terms because it can result in early readmission to 
hospital. Difficulties in care integration are characterised by inadequate 
inclusion of older people, carers and healthcare practitioners in transitional 
care assessment, planning and decision-making. This study aims to address 
these issues by: (1) describing user experience pertaining to patients, 
carers and healthcare practitioners of transitional care for older people 
across acute, sub-acute and community-care trajectories; and (2) 
developing an intervention to optimise care integration and user 
experience in transitional care for patients and carers.  
Following a constructivist orientation, the study used an experience-based 
co-design with mixed methods data collection. The study has been 
conducted in two phases: (1) a context inquiry; and (2) co-design focus 
groups. In the context inquiry, 20 semi-structured interviews were 
undertaken with patients and carers. To triangulate data, a patient care 
record audit was conducted. In total, 47 semi-structured interviews were 
conducted with healthcare practitioners. In the co-design focus groups, 
data were collected in three focus groups with seven participants including 
a patient, carers and healthcare practitioners from acute, sub-acute and 
community-based programs.  
Following thematic analysis of semi-structured interviews, patients and 
carers reflected that patients needed to become independent in their care 
transition. They perceived that a range of social processes supported their 
independence: supportive relationships with carers; caring relationships 
with healthcare practitioners; seeking information; discussing and 
negotiating the transitional care plan; and learning to self-care. Following 
xiv 
thematic analysis of semi-structured interviews, healthcare practitioners 
perceived the problem of pressure to get patients quickly yet safely 
through the system. They experienced that a range of social processes 
assisted them to address this problem: involving a multidisciplinary team; 
following up in their own environment; involving the person; and engaging 
carers and family. Following thematic analysis of the co-design focus group 
interviews, participants perceived the transitional care problem of the 
need for the bed. Participants perceived that five social processes were 
used in response to this problem: navigating discharge and care transition; 
proactive communication; coordination of transitions; medication care; 
and support and education for the person and carer.  
Using these findings, a tool has been developed to support care 
integration. The tool, TRANSITION, is an acronym and memory prompt that 
can be used by practitioners in acute care and also by patients and carers 
to initiate discussions and assessments about transitional care needs. 
TRANSITION represents: Time – making time to ask questions and listen; 
Relationship – getting to know the person and carer; Admission – 
introduction to the ward and what to expect; N(kn)owing and memory – 
what is the person’s memory like?; Services at home – who visits already 
and who might need to visit?; Injury risk at home – what is the home 
environment like?; Tablets and medicines – how does the person manage 
their medicines?; Instruction and education – what do the person and 
family need to know to look after them at home?; Organisation of 
discharge – at what stage of development is the plan? Do the person and 
family know about it?; and Needs and concerns – are there any other 
concerns about being in hospital, about going home?  
Findings from the context inquiry and co-design focus groups indicate that 
patients and carers, and healthcare practitioners had distinct problems and 
used different social processes as solutions. This is an important and 
potentially complicating factor for older people living with chronic health 
conditions, because patients and carers, and healthcare practitioners may 
not appreciate or consider each other’s diverse experiences and meanings 
xv 
in transitional care. Infusion of other social processes and approaches into 
care provision, such as those supported by the TRANSITION care 
integration tool, could support questioning, discussion, negotiation and 




Challenges Transitioning from Hospital to Home 
Transitioning from hospital to home is challenging for many older people 
living with chronic health conditions and their families, in addition to 
healthcare practitioners across acute, sub-acute and community-care 
programs and settings. Transitional care is the safe and timely transition of 
patients from one care setting to another (Coleman & Boult, 2003). 
Suboptimal transitional care is problematic in human and health service 
efficiency terms, because it can result in unmet needs at home, 
unnecessary and early readmission to hospital and unwanted permanent 
placement in residential care (Holland, Mistiaen, & Bowles, 2011; Mansah, 
Fernandez, Griffiths, & Chang, 2009; The Joint Commission, 2012).  
Across many countries including the United Kingdom (UK), United States of 
America (USA), Canada, Finland, Thailand and Australia, ineffective 
transitional care is attributed to longstanding difficulties in care integration 
that fail to adequately include older people, carers and healthcare 
practitioners in transitional care assessment, planning and decision-making 
across acute, sub-acute and community-care settings (Allen, Ottmann, 
Brown, & Rasmussen, 2013a; Brand et al., 2004; Bull & Kane, 1996; Eija & 
Marja-Leena, 2005; Fairhurst et al., 1996; Grimmer, Moss, & Falco, 2004; 
Holland et al., 2011; Jeangsawang, Malathum, Panpakdee, Brooten, & 
Nityasuddhi, 2012; McKenna, Keeney, Glenn, & Gordon, 2000; McWilliam 
& Sangster, 1994; Pearson, Procter, Wilcockson, & Allgar, 2004; Preen et 
al., 2005; Tennier, 1997; Tierney, Closs, Hunter, & Macmillan, 1993; World 
Health Organisation, 2015). Care integration is further complicated by the 
complex contexts of healthcare affected by service provision, characterised 
by service fragmentation and by changing patterns of demand on health 
services related to the ageing population (Lim et al., 2012; Productivity 
Commission, 2011a, 2011b; Shepperd et al., 2013).  
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Due to difficulties in care integration, which is further complicated by 
service fragmentation and increased demand for healthcare services, 
improving transitional care for older people living with chronic health 
problems and their carers is notoriously difficult in real-world practice 
(LeClerc, Wells, Craig, & Wilson, 2002; McWilliam & Sangster, 1994; 
Ornstein, Smith, Foer, Lopez-Cantor, & Soriano, 2011; Procter, Wilcockson, 
Pearson, & Allgar, 2001; Tierney et al., 1993). Yet communities, 
policymakers and healthcare funders expect healthcare organisations to 
provide high-quality and safe care for older people inclusive of quality, safe 
transitional care (Australian Commission on Quality and Safety in 
Healthcare, 2010; Department of Health, 2008, 2011; Institute of Medicine, 
2001; World Health Organisation, 2015). Adaptation and modification of 
healthcare systems are required to meet the changing patterns of demand 
associated with increasing numbers of older people living with chronic 
health problems (Hickman et al., 2015; McKenna et al., 2000; Uhlenberg, 
2013). Improved transitional care is one way of modifying and adapting 
healthcare systems to meet the future care needs of older people and their 
families so they can remain safely in their own homes in accordance with 
their wishes. 
My Interest in Transitional Care 
As a community nurse with considerable practice experience in district 
nursing, including aged care, I have provided follow-up transitional care to 
many older people in their own homes. In my own practice experience, I 
have found that care integration between patients, carers and 
practitioners in acute, sub-acute and community settings was problematic 
and caused increased risks for patients in their own homes including 
increased risk of early return to hospital. According to many of my patients, 
healthcare practitioners in acute care did not ask them about or attend to 
their transitional care needs. 
Additionally, my previous studies in psychology and social theory have 
influenced my decision to develop an intervention in transitional care. In 
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my studies, I have learned that interactions between patients, carers and 
practitioners are not straightforward because they are affected by complex 
healthcare needs and complicated contexts pertaining to healthcare 
organisations. I was interested to explore how interactions between 
patients, carers and healthcare practitioners could be improved in 
transitional care. For these reasons, I elected to focus on transitional care 
in this PhD study and to develop a care intervention that could be useful 
for patients, carers and healthcare practitioners.  
Suboptimal Transitional Care Increases Risk 
Ineffective transitional care creates high-risk care for older people and 
contributes to substantial increases in hospital readmissions (Coleman, 
2003; Goncalves-Bradely, Lannin, Clemson, Cameron, & Shepperd, 2016; 
Naylor et al., 2012; Shepperd et al., 2013). This is because ineffective 
transitional care is related to increases in medication error at discharge, 
falls, complications due to error in diagnosis, disorientation and confusion, 
and post-operative wound infections (Benbassat & Taragin, 2000; Bonnet-
Zamponi et al., 2013; Laugaland, Aase, & Barach, 2012; Mansah et al., 
2009; Naylor, Aiken, Kurtzman, Olds, & Hirschman, 2011; Robinson, Howie-
Esquivel, & Vlahov, 2012; Shepperd et al., 2016; Shepperd et al., 2013). 
These serious events were the result of a range of poor transitional care 
and discharge practices including: ineffective or absent discharge 
assessment and planning; poor or absent communication of discharge 
information between health professionals and patients; ineffective health 
education; and lack of patient and carer involvement in discharge-related 
decisions (Laugaland et al., 2012; Mansah et al., 2009). Quality transitional 
care for older people should emphasise improved care integration 
including optimal involvement of older people, carers and skilled 
multidisciplinary teams, and comprehensive aged care assessment and 
management across acute, sub-acute and community-care settings 
(Coleman, Parry, Chalmers, & Min, 2006; Ham, Imison, Goodwin, Dixon, & 
South, 2011; Hickman et al., 2015).  
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Changing Patterns of Demand for Health and Aged 
Care Services 
Globally, populations are ageing due to improvements in social and 
environmental determinants of health, and due to significant reductions in 
mortality in childhood in low- and middle-income countries (World Health 
Organisation, 2015). The ageing population is driving change in the 
orientation of healthcare systems. In the 21st century, non-communicable 
chronic diseases, particularly those associated with ageing, are leading 
causes of disability, resulting in increased demand on healthcare systems 
(Lim et al., 2012; Productivity Commission, 2013; World Health 
Organisation, 2008, 2015). Increases in demand for healthcare include 
greater need for transitional care supports for older people across acute, 
sub-acute and community-based health and care services (Naylor et al., 
2011; Productivity Commission, 2011b).  
In all countries, the demand for health services is predicted to increase 
with the growing numbers of older people over coming decades (World 
Health Organisation, 2015). In 2016, 15% of the population, or more than 
3.7 million Australians, were 65 years of age or older, with these numbers 
predicted to increase to 20% by 2046 (Australian Institute of Health and 
Welfare, 2016). Over the next two decades the Australian Institute of 
Health and Welfare (2012) forecasts that the number of Australians aged 
85 years and above will double. According to the Australian Institute of 
Health and Welfare (2012), 49% of people aged 65–74 have five or more 
long-term health problems, which increases to 70% among people aged 85 
years and above, indicating that many chronic illnesses co-occur with 
increasing age.  
In Australia and other high-income countries, older people with complex 
comorbid health problems are frequent users of health and aged care 
services, and they are often required to transition from hospital to home 
(Productivity Commission, 2011b; World Health Organisation, 2015). Older 
people with chronic health conditions are at risk of early readmission 
following hospitalisation, which is associated with poor outcomes for 
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patients and is costly to health services (Bjorvatn, 2013; Bueno et al., 2010; 
Robinson et al., 2012; Zuckerman, Sheingold, Orav, Ruhter, & Epstein, 
2016). In a recent study in the USA, researchers found 22.6% of 
community-dwelling older people were readmitted to hospital within 30 
days of discharge (Bogaisky & Dezieck, 2015).  
In Australia, older people are the largest cohort requiring health and 
supportive care in the community sector from general practice, local 
government services and community nursing (Australian Government 
Department of Health and Ageing, 2011; Australian Institute of Health and 
Welfare, 2009). In 2014–2015, 28% of all general practitioner (GP) 
consultations were with Australians aged 65 years and above (Australian 
Institute of Health and Welfare, 2016). Australians aged 65 years and over 
account for a greater number of hospitalisations than younger Australians; 
35% of all hospitalisations in 2004–2005 were for people aged 65 years or 
more and this increased to 40% in 2013–2014 (Australian Institute of 
Health and Welfare, 2016). Additionally, hospitals are high users of 
community-based health and general practice services due to efficiency 
pressures for early discharge and increased throughput, which, if not 
planned and adequately resourced, can negatively affect older people’s 
care transitions (Cioffi, Wilkes, Warne, Harrison, & Vonu-Boriceanu, 2007; 
Kemp, Harris, & Comino, 2005). 
Initiatives in Transitional Care and Healthcare System 
Redesign 
Transitional care interventions facilitate safe and timely transfer of patients 
between levels of care and across care settings (Coleman & Boult, 2003). 
Transitional care has been a focus of service improvement research since 
the 1990s, when formalised transitional care interventions were 
implemented in many Western healthcare systems in response to 
increased demand for transitional care by older people with chronic health 
problems (Allen, Hutchinson, Brown, & Livingston, 2014; Tierney et al., 
1993). Yet difficulties in changing practice persist due to continuing 
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emphasis on acute models of healthcare (Centers for Medicaid and 
Medicare Services, 2016; Ham et al., 2011; National Health and Hospitals 
Reform Commission, 2009; Pethybridge, 2004; Rydeman, Tornkvist, 
Agreus, & Dahlberg, 2012). This suggests that healthcare systems need to 
reorientate care to address both acute and chronic care needs for older 
people. Transitional care for older people that improves care integration 
should emphasise systems approaches with effective linkages between 
acute and long-term care.  
In Australia and internationally, initiatives in healthcare system redesign 
include focus on a range of transitional care interventions. A number of 
interventions focused on improved assessment and referral of transitional 
care needs in acute-care environments have been developed and tested 
using randomised controlled trial (RCT) and quasi-experimental trial 
designs in middle-aged and older adults, with good effects on improving 
communication between practitioners (Balaban, Weissman, Samuel, & 
Woolhandler, 2008) and identifying transitional care needs (Holland & 
Bowles, 2012). Some interventions that emphasise preparation of patients 
and carers for discharge have been evaluated using pre/post designs and 
found to improve quality of discharge care for older people (Bull, Hansen, 
& Gross, 2000). Several researchers have evaluated healthcare 
practitioners in discharge-planning roles using descriptive study designs 
and found that these roles improve discharge-planning processes (Arts, 
Francke, Hutten, & Arts, 2000; Houghton, Bowling, Clarke, Hopkins, & 
Jones, 1996; Peters, Fleuren, & Wijkel, 1997). In studies using RCT and 
quasi-experimental designs, other researchers have investigated 
transitional-care case management models and found reductions in length 
of stay (Lim, Lambert, & Gray, 2003), reductions in readmission rates 
(Dedhia et al., 2009) and fewer placements in residential aged care 
(Steeman et al., 2006).  
In other studies, initiatives that emphasise multidisciplinary care teams 
including allied health, nursing and medicine, and aged care teams linked 
with teams in acute care, have also had positive effects on reducing 
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readmission rates and reducing functional decline in older adults (Crennan 
& MacRae, 2010; Hickman et al., 2015; Holm & Mu, 2012; Pethybridge, 
2004). Improved management between specialty aged care teams and 
geriatricians with acute-care practitioners and community-based 
practitioners has also been found to be effective in improving 
understanding of aged care needs (Robinson, 1999; Robinson, 2004), 
patient satisfaction with transitional care (Arbaje et al., 2010) and 
reductions in hospital readmission rates (Bonnet-Zamponi et al., 2013; 
Hansen, Poulsen, & Sørensen, 1995; Legrain et al., 2011).  
Two well-researched transitional care interventions in the USA, the Care 
Transitions Intervention (Coleman & Boult, 2003; Coleman, Mahoney, & 
Parry, 2005; Coleman et al., 2006) and the Transitional Care Model (Naylor 
et al., 1994; Naylor, 1990; Naylor et al., 2004; Naylor & McCauley, 1999; 
Naylor et al., 1999), have been developed, implemented and tested using 
RCT designs. Each of these interventions emphasises care integration in 
addition to transitional care assessment and planning, medication 
reconciliation, preparation and involvement of the older person and carer, 
and self-management support. Additionally, each requires a healthcare 
practitioner in a specified role. In the Care Transitions Intervention a 
transition coach is required (Coleman et al., 2006) and in the Transitional 
Care Model an advanced practice nurse is required (Naylor et al., 2004; 
Naylor et al., 1999). Coleman and colleagues, and Naylor and associates 
have demonstrated significant reductions in readmission rates to hospital 
and high patient satisfaction with care following their respective 
interventions. 
Despite the effectiveness of many transitional care interventions, care 
integration where practitioners in acute care assess, plan and 
communicate with practitioners in sub-acute and community-based 
settings is a persistent problem (Holland & Bowles, 2012). Although many 
older people and carers want to be involved in decisions about their care 
transitions, this also remains problematic in practice (Bauer, Fitzgerald, 
Haesler, & Manfrin, 2009; Bull & Roberts, 2001; Enguidanos, Gibbs, & 
8 
Jamison, 2012; Graham, Ivey, & Neuhauser, 2009; Pearson et al., 2004). 
These enduring problems in transitional care suggest there are systemic 
structural and functional issues at the foundation of healthcare institutions 
which form a substantial barrier to transitional care. Therefore, systems 
issues inherent to healthcare organisations and contexts must be identified 
and factored into the development of future initiatives.  
Care Integration is Complicated 
In Australia and elsewhere, many older people require concurrent specialty 
healthcare, general healthcare and aged care (Cameron, Lart, Bostock, & 
Coomber, 2014; National Health and Hospitals Reform Commission, 2009; 
Naylor et al., 2013). This care is provided in Australia by multiple services 
and funded through varying state and federal government programs; for 
example, local hospital networks provide in-patient, outpatient, acute care, 
sub-acute care and some community-based services (Department of Health 
and Human Services, 2016d; Productivity Commission, 2011b). In Australia, 
the public health insurer Medicare funds or partially funds a range of 
health services including general practice services (Australian Government 
Department of Human Services, 2016). As of June 2016, the Australian 
Commonwealth Home Support Program (formerly Home and Community 
Care) funds home care services including some community nursing and 
care provided by local government councils (Commonwealth of Australia, 
2016). Older Australians may also access high-level aged care services 
though a range of consumer-directed care packages targeting different 
levels of care needs: low, intermediate and high care needs (Australian 
Government Department of Social Services, 2013). The care funded 
through these complex arrangements and provided by multiple services is 
not well integrated, thereby adding to difficulties in navigating and 
coordinating care during older people’s transitions from hospital to home 
(Hickman et al., 2015; National Health and Hospitals Reform Commission, 
2009; Productivity Commission, 2011a, 2011b).  
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Care integration and transitional care for older adults with chronic illnesses 
is also a focus of healthcare improvements in other Western countries. In 
the UK, the National Health Service developed Health Trusts to improve 
care integration for patients, with an emphasis on enhanced 
communication and care planning between health practitioners in acute, 
sub-acute and community care, and on service efficiency (Bull & Roberts, 
2001; Cameron et al., 2014; National Health Service, 2016; Procter et al., 
2001). Initiatives in Europe have also been implemented to improve care 
integration for older people, to better assess and manage long-term care 
needs to prevent readmissions to acute care, and to involve older people 
and carers in transitional care decision-making (Legrain et al., 2011; 
Rydeman & Törnkvist, 2010). Initiatives in improved transitional care are 
also being funded in the USA by the Affordable Care Act in order to reduce 
hospital demand and improve efficiencies in healthcare services (Centers 
for Medicaid and Medicare Services, 2016). Safe and effective transitional 
care is of paramount interest in the USA, with significant financial penalties 
for healthcare providers with higher than expected early readmission rates 
for patients with selected medical diagnoses (Centers for Medicaid and 
Medicare Services, 2016; Zuckerman et al., 2016).  
Further Improving Transitional Care 
A range of issues complicate quality transitional care in practice: 
undertaking accurate assessment and planning of transitional care needs in 
busy acute-care wards; ensuring optimal involvement of patients and 
carers in assessments and planning; and establishing communication of 
care plans across multiple practitioners and sites of care, in addition to the 
increasing demand for healthcare and the fragmentation of healthcare 
services (Allen et al., 2013a; Brand et al., 2004; Bull & Kane, 1996; Eija & 
Marja-Leena, 2005; Fairhurst et al., 1996; Grimmer et al., 2004; Holland et 
al., 2011; Jeangsawang et al., 2012; McKenna et al., 2000; McWilliam & 
Sangster, 1994; Pearson et al., 2004; Preen et al., 2005; Tennier, 1997; 
Tierney et al., 1993; World Health Organisation, 2015). Although recent 
initiatives in healthcare include multidisciplinary and aged care models, 
10 
formal care interventions that could guide transitional care assessment and 
referral by acute-care practitioners, particularly nurses, to multidisciplinary 
and aged care teams are limited (Hickman et al., 2015; Holland & Bowles, 
2012). Some researchers have included patients and carers in discussion of 
intervention development, with good success (Parry, Coleman, Smith, 
Frank, & Kramer, 2003). However, there is limited understanding of how to 
involve patient and carer service users in service design, and how to 
employ the ‘user experience’ of older people, their carers/families and 
health practitioners in the development of transitional care interventions 
(Allen et al., 2014; Graham et al., 2009). Moreover, detailed consideration 
of local contextual factors within systems in healthcare organisations and 
across organisations in acute, sub-acute and community-based care could 
provide important insights for consideration in new transitional care 
initiatives. The current study aims to address these gaps in service delivery 
and expand on the evolving knowledge base.  
Research Aims and Questions 
There are two aims of this research: 
1. To describe users’ experiences, including those of patients and carers, 
and healthcare practitioners, of transitional care for older people 
across acute, sub-acute and community-care trajectories 
2. To develop an intervention to optimise care integration and user 
experience in transitional care for older people and their family/carers 
across acute, sub-acute and community-care trajectories 
The specific questions that this research aims to address are: 
1. How do users, including patients, carers and healthcare practitioners, 
experience discharge and transitional care for older people and their 
carers/families across the trajectories of acute, sub-acute and 
community care? 
2. Following a constructivist methodology, what processes and strategies 
can users employ to optimise their experiences in transitional care 
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across trajectories of acute, sub-acute and community programs and 
settings? 
Study Outcomes 
The findings from this study have been used to develop a care integration 
tool from the perspective of user experience for use by acute-care 
practitioners, and patients and carers. The care integration tool is designed 
to increase: 
1. Conversations about transitional care needs between patients and 
carers, and acute-care practitioners 
2. Preliminary screening and assessment of transitional care needs by 
acute-care practitioners; and 
3. Transitional care referrals to multidisciplinary and speciality aged care 
teams from practitioners in acute care. 
The care integration tool has been developed with patients and carers, and 
healthcare practitioners using the participatory action research 
methodology of experience-based co-design (Bate & Robert, 2007). As user 
experience has the potential to inform novel approaches to healthcare 
improvement and is the focus of co-design methodologies, user experience 
is the principal form of knowledge at the foundations of the study. 
Organisation of the Thesis 
The thesis is organised around the two research questions noted above. In 
Chapter Two, the theoretical framework for this study is explained from a 
constructivist position including research-based explanations of 
transitional care and theoretical considerations pertaining to experience-
based co-design, drawing on understandings of experience from 
Heidegger’s Hermeneutic Phenomenology. Chapter Three is a report of a 
systematic review of RCT studies about the effectiveness of interventions 
and relevant components on quality outcomes that have been considered 
for inclusion in the integrated care tool. This systematic review was 
published in BMC Health Services Research in 2014 (Allen et al., 2014). 
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Chapter Four is a report of a meta-synthesis review of the qualitative 
research into user experience in discharge and transitional care to 
ascertain social processes that have been considered for inclusion in the 
care integration tool. This evidence review will be published in Qualitative 
Health Research in 2017 (Allen, Huthcinson, Brown, & Livingston, 2017).  
Chapter Five presents the methodology and study design, which is 
experience-based co-design with mixed methods data collection. This 
chapter includes description of the study setting and sample, measures and 
interview guidelines, procedures, data collection, data analyses, discussion 
regarding the trustworthiness of the study and ethical considerations for 
the two phases of the study: 1) a context inquiry; and 2) co-design focus 
groups. The first phase of the study, a context inquiry, has been employed 
to identify users’ experiences in transitional care and addresses the first 
research question. The second study phase, co-design focus groups, has 
identified how users’ experiences in transitional care can be optimised and 
addresses the second research question.  
Chapter Six contains findings from the context inquiry for patients and 
carers, and health practitioner participants. This chapter includes findings 
regarding patients’ and carers’ demographic information, and findings 
from the semi-structured interviews. Findings from a patient care record 
audit are presented. Findings regarding healthcare practitioners’ 
demographic information and semi-structured interviews complete this 
chapter. Chapter Seven contains findings from the co-design focus groups 
and includes participants’ demographic information, themed findings from 
focus groups 1 and 2, the prototype care integration tool TRANSITION, and 
findings from the third and final focus group regarding improvements to 
the tool, the potential use of TRANSITION and implementation factors.  
In Chapter Eight, the findings are discussed in relation to previous research 
and how the current study expands on the evidence base. The chapter 
includes a summary of the main findings and an explanation of the study 
findings in terms of research literature and Heidegger’s theories of Care 
and Temporality. Recommendations arising from the study and limitations 
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of the study are presented to follow. Concluding comments complete the 
chapter and the dissertation.  
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Chapter Two 
User Experience as a Social Process 
In this chapter, user experience is referred to as a social process from a 
constructivist position, which is the principal form of knowledge 
underpinning the study. User experience in transitional care for older 
people is understood as a social process through four key ideas: 
transitional care for older people; user involvement in care and health 
service design; experience-based co-design; and experience in the world. In 
this chapter, I aim to: 
1. Explain theoretical understandings of the key ideas within the study; 
and 
2. Extend theoretical understandings of user experience in healthcare 
contexts as related to experience-based co-design. 
The chapter begins with the theoretical framework as situated within 
constructivism. This is followed by discussion of how transitional care for 
older people living with chronic health conditions is here characterised. 
User involvement in care and health service design is then described. 
Theoretical understandings of experience-based co-design, including the 
influences of ethnography, are then explained. The final section in the 
chapter describes ‘experience in the world’, which is understood as a social 
process. Experience in the world is explained through three abstract ideas 
described from the perspective of Hermeneutic Phenomenology by the 
German philosopher Martin Heidegger: (1) Being-in-the-world and Dasein; 
(2) Care; and (3) Temporality (Heidegger, 2008; Inwood, 1997; Johnson, 
2000; Wrathall, 2005).  
In the current study, user experience pertains to the users of transitional 
care. Users are principally patients and carers; however, users of the 
integrated care tool will also include healthcare practitioners. Therefore, 
‘users’ are understood as patients and carers, and also healthcare 
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practitioners based in acute, sub-acute and community programs and 
settings.  
The Constructivist Orientation of the Study 
The theoretical framework for this study is located broadly within 
constructivism. Constructivism is understood as social processes 
simultaneously creative of and created by people through interactions with 
their social context and with each other (Rock, 2007; Silverman, 2013). In 
this theoretical framework, experience is understood as relational to social 
context; therefore experience is socially constructed. Social context is not a 
straightforward notion and requires careful articulation to clarify its 
pertinent social, cultural and, as pertains to healthcare, organisational 
features and qualities (Rock, 2007). Social contexts in healthcare provision 
can include care interventions and approaches that are shaped and 
influenced by organisational and political imperatives. This is exemplified 
by heightened demand for bed turnover typifying acute in-patient care, 
which complicates quality discharge and transitional care for older people 
(Allen et al., 2017). In constructivist approaches, social processes within a 
given social and organisational context underpin the effectiveness of the 
core elements and processes, here within healthcare (Bate & Robert, 2007; 
Silverman, 2013). Accordingly, the social processes at play can be 
optimised to improve quality in healthcare (Bate & Robert, 2006; Robert, 
2013), including users’ experiences of transitional care.  
Transitional Care for Older People 
The goal of optimal transitional care includes interventions that promote 
safe and timely transfer of patients between levels of care and across care 
settings (Coleman & Boult, 2003; Holland & Harris, 2007; Naylor, 2006; 
Naylor & Keating, 2008). Transitional care has been studied within disease-
focused models of care (Shepperd et al., 2013) and it has been studied as 
an intervention in aged care (Naylor, 2002). Transitional care is not strictly 
defined by beginning and end points; it includes pre–hospital discharge 
considerations and immediate post–hospital discharge follow-up at the 
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next location of care (Holland & Harris, 2007; Naylor et al., 2011). 
Transitional care can be considered a part of integrated care, which occurs 
over longer duration of care episodes (Reed, Cook, Childs, & McCormack, 
2005) and it can be considered a part of prevention of readmission 
programs within long-term chronic disease management initiatives 
(Harrison, Hara, Pope, Young, & Rula, 2011). Although transitional care is 
related to integrated care and prevention of readmission programs, it is 
considered a conceptually distinct category of care interventions (Naylor et 
al., 2011). According to Coleman and Boult (2003), there are a number of 
essential elements and processes in quality transitional care: 
communication between practitioners about the discharge assessment and 
plan of care; preparation of the person and carer for the care transition; 
reconciliation of medications at transition; a plan for follow-up care; and 
patient education about self-management (see Figure 1).  
In the current study, transitional care has an aged care rather than a 
disease-specific focus. This is due to the significant challenges and frequent 
health difficulties experienced by many older people with multiple chronic 
conditions and functional difficulties during care transitions between 
hospital and their own homes (Laugaland et al., 2012; Mansah et al., 2009; 
Productivity Commission, 2011a, 2011b). The success of care transitions for 
many older people depends on holistic transitional care interventions that 
involve hospital discharge planning and in-home follow-up care and 




Figure 1. Elements and Processes in Quality Transitional Care 
(Coleman & Boult, 2003) 
User Involvement in Care and Health Service Design 
The involvement of patient and carer service users as participants in their 
own care is considered by many researchers and healthcare practitioners 
as integral to holistic healthcare including discharge and transitional care 
(Parry et al., 2003). The potential benefits of improved health through 
service user involvement in their health and care are articulated within the 
principles of the Alma Ata Declaration (World Health Organisation, 1978). 
More recently in Australia and elsewhere, service user involvement in their 
health and care is considered central to person-centred care (Australian 
College of Nursing, 2014; Institute of Medicine, 2001; The King's Fund, 
2013b). Person-centred care is a quality and safety expectation of the 




















and Safety in Healthcare, 2011). Although service user involvement is an 
expectation of communities and the health professions, and is inscribed in 
standards of practice, optimal involvement of service users in the 
improvement of Western healthcare systems and practices remains largely 
unknown (Ottmann, Laragy, Allen, & Feldman, 2011). However, 
increasingly older people and their carers are expecting to have greater 
involvement in advocating for improved service design (see, for example, 
the implementation of consumer-directed care models in the social care of 
older people in the community in the UK, Australia and other Western 
countries (Glendinning et al., 2008)). 
The methodology used in this study, experience-based co-design, has been 
proposed as providing an important pathway for greater service user 
involvement in improving experience in health services (The King's Fund, 
2013b) and for improving interpersonal processes in healthcare (Piper et 
al., 2012). The following provides an explanation of the theoretical 
considerations pertaining to experience-based co-design, including the 
influences of ethnography and Hermeneutic Phenomenology.  
Improving Healthcare Services: Experience-Based Co-
Design 
Bate and Robert (2007) note that user experience referred to how the user 
of a health service felt about the service while they were using it. User 
experience is closely linked with service effectiveness, efficiency and safety 
in addition to service sustainability (Bate & Robert, 2007; Bate & Robert, 
2006). Therefore, health services planners and researchers aiming to 
improve service quality should design services for quality users’ 
experiences (Bate & Robert, 2007). This requires an understanding of what 
it feels like for users experiencing the health service. It also requires 
involvement of patients and carers in the co-design of the health service 
with service providers and healthcare practitioners, because patients and 
carers are experts in their experience of the service (Bate & Robert, 2007). 
Experience-based co-design is gaining interest in health services 
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improvement in the UK, New Zealand and more recently in Australia 
(Donetto, Tsianakas, & Robert, 2014; Iedema et al., 2010; Piper et al., 2012; 
Robert, 2013).  
User experience is an abstract and highly subjective phenomenon and 
cannot be directly observed (Bate & Robert, 2007; Bate & Robert, 2006). It 
is only accessible indirectly through the stories that people tell about their 
experiences (Bate & Robert, 2007). According to Bate and Robert (2007), 
the user’s experience of a service, although highly subjective, can be 
shaped through touch points. Touch points are those moments and places 
where the user comes into contact with the service and where their 
emotions and cognitions are meaningfully affected by the service (Bate & 
Robert, 2007; Iedema et al., 2010). Touch points, also referred to by Bate 
and Robert (2007) as experience clues, are very personal moments or 
events within a user’s healthcare trajectory. Touch points can be identified 
in any moment of contact between the user and the service, including 
health services staff. Health planners and researchers can influence user 
experience by changing touch points (Bate & Robert, 2007; Robert, 2013). 
Touch points are evident in users’ stories about their healthcare journey. 
Co-design processes involve patients and carers, and healthcare 
practitioners directly in the design of the health service or intervention. 
This occurs through interactive approaches, such as group workshops and 
focus groups, where patients and carers, and healthcare practitioners 
share their stories about their experiences of a health service with each 
other. Importantly, in the interactive approaches promoted in co-design 
methods, patients and carers, and healthcare practitioners recommend the 
modification of touch points in relation to any aspect of service 
improvement (Bate & Robert, 2007; Bate & Robert, 2006). Figure 2 







Ethnography Influences in Experience-Based Co-
Design 
Informed by ethnography, Bate and Robert (2007) locate the user 
experience of patients in the lived everyday world of healthcare as the 
principal focus for investigation and improvement using experience-based 
co-design methodology. Researchers using ethnographic approaches aim 
to identify and represent the lived experiences of others within their social 
contexts (Bate, 1997; Silverman, 2013). In adopting an interpretive 
approach to ethnography, Bate and Robert (2007) emphasise 
understanding the social and day-to-day processes through which people 
interpret and re-interpret the meaning of their experiences in relation to 
and in interaction with their world. Experience is represented in people’s 
stories and symbols, and reflects their making and re-making of meaning in 
relation to their world. From this standpoint, user experience in healthcare 
is intelligible through inquiry into patients’ own stories about their 
Figure 2. User Experience and Co-Design Processes shaping Health Services 
Improvement (Bate & Robert, 2007) 
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experience in relation to and through interaction with the healthcare 
context, including interactions with healthcare practitioners (Bate & 
Robert, 2007; Bate & Robert, 2006; Rock, 2007).  
Although ethnography has been conceptualised in paradigmatic and 
methodological terms (Bate, 1997), no single accepted theory of 
ethnography explains experience (Deegan, 2007; Van Loon, 2007). 
Experience has been understood in objective terms, as for example within 
the ethnographies written by scholars in the Chicago School of 
Ethnography in the 1920s and 1930s (Deegan, 2007). Experience has also 
been understood in terms of abstract social processes, as for example in 
cultural theory frames including Marxism, Feminism and Post-structuralism 
as exemplified in social theory ethnographies in the latter half of the 20th 
century (Van Loon, 2007). Following their overview of ethnographical 
perspectives, Bate and Robert (2007) consider care experience in terms of 
three main elements: affect (a person’s emotional responses to a care 
situation); motivation (apprehending the pros and cons of a care situation); 
and cognition (knowing, thinking and beliefs in relation to experiences of 
treatment and care). Bate and Robert (2007) define experience as reflected 
in people’s descriptions of their affect, motivation and cognition, in 
relation to a healthcare situation or context. 
Drawing on ethnography, Bate and Robert suggest that the relational 
nature of experience in the world is significant (Bate & Robert, 2007; Bate 
& Robert, 2006). Yet, although Bate and Robert note the influences of 
ethnography and phenomenology, they do not fully explain the relational 
nature of experience in the world. From a constructivist perspective, this 
has resulted in a limited understanding of user experience in healthcare 
contexts.  
Within Western philosophy, theoretical understandings of experience 
continue to be vigorously debated (Cohen, 2000; Van Loon, 2007; Wrathall, 
2005). Experience is a contentious, complex and highly abstract notion that 
is difficult to define or explain. Focus on the relational nature of experience 
in the world from Hermeneutic Phenomenology perspectives can expand 
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understanding of these issues, and of Bate and Robert’s (2007) 
conceptualisation of user experience in healthcare contexts within 
experience-based co-design. As the relational nature of experience in the 
world is central to Heidegger’s Hermeneutic Phenomenology, Heidegger’s 
(2008) abstract concepts of (1) Being-in-the-world and Dasein; (2) Care; 
and (3) Temporality first articulated in Being and Time have been utilised in 
this study.  
Being-in-the-World and Dasein 
Heidegger’s (2008) main insight is that experience is always interpreted by 
human beings in terms of existential meaning. Humans interpret the 
meaning of experience in relation to the world in which they live, and the 
world is inherently a social world. In Heidegger’s philosophy, humans 
interpret experience in terms of existential meanings that are dependent 
on time and space, which are fundamentally social (Inwood, 1997; 
McConnell-Henry, Chapman, & Francis, 2011; Miles, Francis, Chapman, & 
Taylor, 2013). This understanding is predicated on an appraisal of being 
which is always continuous with the social world. Heidegger’s philosophy is 
thereby located within the field of constructivism (Taylor, 2005).  
Heidegger considers that existence is a precursor to and necessary for 
experience (Heidegger, 2008; Inwood, 1997; Johnson, 2000). He explains 
existence through his abstract notions of ‘being’ and ‘the world’. To explain 
this meaning, Heidegger nominates the abstract concept of Dasein 
(meaning ‘existence’ in German) to represent the human being (Johnson, 
2000). The human being is privileged above all other entities because only 
human beings interpret their world and interpret themselves in their world 
(Heidegger, 2008). Dasein is a particularly significant term for Heidegger. 
He explicitly avoids terms such as ‘human being’ or ‘human subject’ 
because these imply separation between being and the world (Johnson, 
2000). Heidegger aims to deconstruct this philosophical position, where 
the human being is a distinct entity separate from other entities in the 
world. For Heidegger, the human being and the world are continuous 
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(Inwood, 1997; Johnson, 2000). He emphasises this continuity through his 
use of hyphens in his phrase ‘Being-in-the-world’. According to Heidegger, 
Dasein is relational and complementary to the social world (Inwood, 1997; 
Wrathall, 2005). The relational processes constituting being-in-the-world 
means that experience and social context cannot exist as independent 
entities.  
The way of being for Dasein is vital to understanding Heidegger’s 
philosophy regarding the relational nature of being-in-the-world. The way 
of being for Dasein is a priori, prior to experience, hence not conscious. The 
way of being for Dasein occurs through two main structures and processes: 
(1) Dasein is organised in the social world through the structure of Care; 
and (2) Dasein is ultimately organised in the social world through 
Temporality (Heidegger, 2008; Inwood, 1997; Johnson, 2000). Discussion of 
both of these concepts follows. 
Care 
In his explanation of the structure of Care (Sorge in German, meaning 
‘care’ in the sense of concernful engagement), Heidegger argues that the 
way of being for Dasein is one of immersion in a web of relationships that 
are fundamentally social (Inwood, 1997; Johnson, 2000). Care is the 
structure that organises Dasein to be meaningfully and concernfully 
engaged with the social world including with other Daseins (Inwood, 1997; 
Johnson, 2000). The structure of Care organises Dasein through three main 
processes: (1) Dasein is thrown into the world; (2) Dasein is in a state of 
becoming in the world; and (3) Dasein is alongside others in the world 
(Heidegger, 2008; Inwood, 1997).  
(1) Dasein is thrown into the world, which is a pre-existing social world. 
Dasein does not choose the world into which it is born (Inwood, 1997). 
Through being thrown into the world, Dasein encounters entities that are 
embedded within a holistic web of meaning, and also different from itself. 
The web of meaning pre-exists Dasein and has evolved over time through 
cultural and social processes. In this sense, Dasein is constructed by the 
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pre-existing social world into which it is thrown, and Dasein is orientated 
towards the past (Johnson, 2000).  
 (2) Dasein has possibilities of becoming in the world into which it has been 
thrown. Dasein therefore takes a position in relation to its life and in 
relation to others by acting on its world with purpose (Inwood, 1997). 
Dasein encounters others in acting on its world in shared projects (Inwood, 
1997; Johnson, 2000). Through acting on its world, Dasein has possibilities 
of becoming. In this way, Dasein constructs the social world and is 
orientated towards the future (Johnson, 2000).  
3) Dasein is alongside other Daseins in the world, as it has always engaged 
actively in the world with others (Inwood, 1997). Through being thrown 
into the world and in the possibility of becoming in the world, Dasein 
understands the being of entities and other Daseins, including itself, in 
relation to the world. In this way, Dasein encounters the Dasein that is 
itself. According to Heidegger, in understanding the being of itself, Dasein 
projects itself onto the social world to encounter itself as Dasein (Johnson, 
2000). This suggests that Dasein is orientated towards the present. 
Temporality 
Heidegger (2008) explains the relational nature of Dasein in the world 
through the foundational structure of Care. This suggests a spatial quality 
to the relational nature of being in the social world. However, the 
relational nature of being in the world is ultimately temporal for Heidegger 
because Dasein is in a process of becoming in relation to its social world 
(Heidegger, 2008; Johnson, 2000). Becoming in relation to the world 
suggests that Dasein is future orientated. Dasein is also continuous with its 
past in the sense of its own individual past and also the sociocultural past 
of the world that Dasein is born into (Johnson, 2000). Therefore, Dasein is 
historically orientated. For Heidegger, the foundational state of the way of 
being for Dasein is a process of becoming what it already is. This means 
that Dasein encounters itself and is present orientated (Johnson, 2000).  
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As Daseins, we interpret our world and ourselves through a holistic 
understanding of our actions in the world with other Daseins across the 
course of our lives in terms of our future, history and present (Heidegger, 
2008; Inwood, 1997; Johnson, 2000). Temporality forms a horizon of 
possibilities of being; experience makes sense to humans in terms of our 
future, past and present (Earle, 2010; Johnson, 2000; Wrathall, 2005). 
Following Heidegger, we experience phenomena and interpret the 
meaning of these experiences in terms of existential significance for 
ourselves and for others (Miles et al., 2013). These existential experiences 
are always relative to time and space, and time and space are essentially 
social (McConnell-Henry et al., 2011). When applied to qualitative 
research, Heidegger’s theory supports methodologies aiming to provide 
rich descriptions of the existential meaning of experience relative to time 
and space, which are fundamentally social.  
An understanding of the lived experience of service users, including users 
of transitional care, from the standpoint of Heidegger’s phenomenology 
can inform knowledge and guide practice (Earle, 2010). Rich descriptions 
and interpretations of existential meanings of lived experience can provide 
novel insights for practice improvement (Bate & Robert, 2007; Earle, 2010). 
The Social Process of Experience in the World 
According to Bate and Robert (2007), experience in the world was how the 
user of a health service felt about it while they were using it. In this 
perspective, Bate and Robert draw on ethnography, which aims to identify, 
represent and explain the lived experiences of others in their world in 
order to access social processes (Bate, 1997). Although this perspective 
emphasises the importance of experience as relational to the world, Bate 
and Robert do not explain this in detail. In theoretical terms and from a 
constructivist standpoint, this limits understanding of experience. I suggest 
that the addition of Heidegger’s abstract philosophy of existence 
underpinning experience extends understanding about the nature of 
experience in relation to the world as a social process in both conscious 
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and a priori (prior to experience) terms (Heidegger, 2008; Inwood, 1997; 
Johnson, 2000).  
In accordance with Heidegger’s view, at a conscious level people interpret 
their experiences of themselves and others in the world in terms of 
existential meanings (Annells, 2006; Inwood, 1997; Miles et al., 2013). 
Existential meanings also occur in a priori or background terms as 
relational to time, which is structured through Care (Johnson, 2000; 
Wrathall, 2005). The a priori structure of Care occurs through three main 
processes: (1) Dasein is thrown into the world; (2) Dasein is in a state of 
becoming in the world; and (3) Dasein is alongside others in the world 
(Heidegger, 2008; Inwood, 1997). Each of these processes is intrinsically 
social. 
Theoretically based assumptions in the current study are presented in 
Figure 3. Accordingly, user experience in healthcare contexts is considered 
socially constructed and is itself a social process. Users interpret their 
experiences of health services in terms of existential meanings, which are 
relational to time and to space, and essentially social. The social world 
particular to the healthcare environment shapes users’ interpretations of 
the meaning of their experiences of healthcare, and users’ interpretations 
of the meaning of their experiences of healthcare can in turn shape the 
social world of the relevant healthcare environment (Bate & Robert, 2007; 








From the perspective of constructivism, I have presented the concept of 
user experience in healthcare contexts, including transitional care, as a 
social process. This theoretical framework includes key ideas within the 
study: transitional care for older people; experience-based co-design; and 
experience in the world. Drawing on constructivism, I have emphasised the 
relational nature of experience in the world. Heidegger’s phenomenology 
has been added to complement these ideas and extend theoretical 
understandings of user experience in experience-based co-design. In 
presenting these arguments and Heidegger’s philosophy, I have proposed a 
depth and breadth of understanding of users’ experience in transitional 
care as itself a social process of central interest in co-designing the 
integrated care tool.  
It has been anticipated that this theoretical framework provides 
conceptual support for understanding the characteristics of transitional 
care for older people identified from the systematic review in Chapter 
Three, and for understanding user experience in transitional care as a 
Figure 3. The Social Process of User Experience (Heidegger, 2008; Inwood, 
1997; Johnson, 2000) 
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social process as determined in the meta-synthesis review that follows in 
Chapter Four. Additionally, the theoretical framework is intended to 
conceptually support the experience-based co-design methodology in 
Chapter Five. Subsequent findings and discussion chapters draw on all key 
concepts, particularly the conceptualisation of user experience in 




Quality Care Outcomes Following Transitional 
Care Interventions for Older People from 
Hospital to Home: A Systematic Review 
In Chapter One, I have argued that high-quality transitional care 
experiences and interventions for older people from hospital to home are 
challenging to achieve in practice, and require improvement for human 
and efficiency reasons. The current study therefore aims to develop a care 
integration tool to improve healthcare services in discharge and 
transitional care using experience-based co-design methodology. However, 
the research findings that could have guided the practice improvement 
initiative in this study are mixed. There is mixed evidence in relation to the 
effectiveness of interventions and relevant components on outcomes 
reflecting quality in healthcare. Improved understanding about effective 
discharge and transitional care interventions could guide the development 
of the care integration tool. These issues are addressed in Chapter Three in 
a systematic review of randomised controlled trials and the effectiveness 
of interventions on quality outcomes. Following guidelines of the Cochrane 
Collaboration (Higgins & Green, 2011), a systematic review was selected 
because it is considered the optimal review method for appraising 
intervention effectiveness. This systematic review has been published in 
BMC Health Services Research in 2014 (Allen et al., 2014) and includes 
Additional File 1 (the data extraction tool) stored in the online repository of 
























































































Revised Literature Search 
As the search strategy for the systematic review was conducted between 
January 1990 and May 2013, I have repeated the search for RCT studies 
published from June 2013 to September 2016. This repeated search of the 
same databases resulted in an additional 180 articles, of which 10 met the 
criteria on title and abstract. Following screening of the full texts, two 
articles meet the inclusion criteria (Altfeld et al., 2013; Buurman et al., 
2016) and two are Cochrane reviews (Goncalves-Bradely et al., 2016; 
Shepperd et al., 2016).  
In their US-based trial, Altfeld et al. (2013) randomised 906 older people to 
receive either enhanced discharge planning delivered by social workers or 
usual discharge care. The enhanced discharged planning involved a 
telephone intervention following discharge where social workers 
developed a personalised plan for the older person focused on 
psychosocial factors and health problems, and linked them to community 
services. There were no significant differences between groups on 
readmission rates to hospital or carer stress at 30 days post-discharge 
(Altfeld et al., 2013). However, significantly more people in the 
intervention group attended follow-up visits with their physician.  
The study conducted by Buurman et al. (2016) in the Netherlands involved 
a comparison of in-hospital geriatrician management without registered 
nurse (RN) home follow-up and in-hospital geriatrician management with 
RN home follow-up for assessment, medication reconciliation and health 
monitoring for up to 24 weeks post-discharge. A total of 674 people were 
randomised to the intervention or comparison groups. There were lower 
mortality rates for people in the intervention group at 1- and 6-month 
follow-up (Buurman et al., 2016). There was no effect on disability related 
to activities of daily living at 6-month follow-up or on any other outcomes 
(cognitive functioning, readmission rates to hospital, time to return home 
following convalescence in a nursing home). In the two Cochrane reviews, 
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of transitional care nested within disease focussed models, Goncalves-
Bradely et al. (2016) and Shepperd et al. (2016) conclude that formal 
transitional care and hospital-at-home interventions reduce readmissions 
to hospital for older people with chronic health problems, although this 
effect is modest.  
Summary 
In this chapter, I have presented findings from a systematic review 
supporting effectiveness of formal transitional care interventions on 
outcomes of readmission rates and length of stay, although not all studies 
resulted in improvements of these outcomes. Findings in this review 
include a range of transitional care interventions for older people: 
discharge protocol and advanced practice nurse; general practitioner and 
primary care nurse models; a self-management and transition coaching 
model; discharge case management; and geriatric team management with 
ward staff. The repeated search includes a post-discharge telephone 
follow-up model with social workers and an additional geriatric team 
management model with RN home-based follow-up. Each model includes a 
focus on communication between practitioners across sites of care about 
discharge assessments and care plans, patient and carer preparation for 
the care transition, medication reconciliation, a follow-up plan, and 
education about self-management for patients and carers. Notably, there 
are gaps in the evidence base using RCT designs in regard to patient and 
carer experience. To improve understanding about the current knowledge 
base with this focus, I have conducted a meta-synthesis of qualitative 




User Experience and Care Integration in 
Transitional Care for Older People from Hospital 
to Home: A Meta-Synthesis 
There is limited synthesis of qualitative studies available to guide improved 
understanding of how users experience discharge and transitional care, 
and of the social processes important in the consideration of new practice 
initiatives. Hence, Chapter Four contains a meta-synthesis review of user 
experience and care integration in transitional care. This evidence review 
will be published in Qualitative Health Research in 2017. In December 
2016, the review is available on the journal website (early view). The 
review includes eight supplementary files, presenting the audit trail, to be 
stored in the online repository of the journal. These eight supplementary 
files are presented in the current thesis as appendices (see Table 1).  
Table 1  




Title Supplementary file 
number (as per 
publication) 
B Studies excluded from the review 
and rationale for exclusion 
1 
C Findings re study rigour 2 
D Coding tool 3 
E Summary study characteristics 4 
F Summary study methodologies 5 
G Discipline first study author 6 
H Key concepts by derived themes 7 
I Key concepts, metaphors, quotations 











































































Revised Literature Search 
In order to update the studies in focus in the meta-synthesis review, I have 
repeated the search strategy for qualitative studies published from 
September 2014 to September 2016. This search of the same databases 
has resulted in 522 additional articles, of which 2 met the criteria on title 
and abstract. Following screening of these two full texts, only the article by 
Arbaje et al. (2014) meets the inclusion criteria. 
In their US study, Arbaje et al. (2014) interviewed 20 health professionals 
(18 physicians, 2 senior home healthcare nurses) about their experiences 
of transitional care. Participants commented on the need to improve 
communication across sites of care and timely discharge summaries. 
Medication reconciliation, patient and carer education at discharge, and 
implementation of transitional care and medical regime treatment plans by 
home healthcare agencies were considered important in quality 
transitional care (Arbaje et al., 2014). Healthcare professionals noted a 
range of concerns and unmet needs related to delivering optimal care 
during transitions. This included ambiguity in roles and responsibilities 
during care transitions, and lack of education about transitional care in 
training for medical practitioners (Arbaje et al., 2014). 
The themes and sub-themes reported by Arbaje et al. (2014) resonate with 
those identified in the meta-synthesis, particularly the themes ‘Who is 
taking care of what? Trying to work together’ and ‘A proper discharge’.  
Summary 
The synthesis of the qualitative literature presented in Chapter Four has 
resulted in four themes: (1) ‘Who is taking care of what? Trying to work 
together”; (2) ‘Falling short of the mark’; (3) ‘A proper discharge’; and (4) 
‘You adjust somehow.’ I have derived a comprehensive framework from 
the studies where users’ experience of discharge and transitional care is a 
social process of ‘negotiation and navigation of independence (older 
people/carers) or dependence (health practitioners).’ Users engage in 
negotiation and navigation through the interrogative strategies of 
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questioning, discussion, information provision, information seeking, 
assessment and translation. The derived themes reflect care integration 
that facilitates, or a lack of care integration that constrains, users’ 
experiences of negotiation and navigation of independence/dependence. 
The findings from this synthesis of the literature indicate that negotiation 
and navigation of independence for older people and carers, and 
dependence for health practitioners, which are enacted through a range of 
interrogative strategies, are important social processes for inclusion in new 
interventions aiming to improve users’ experience in transitional care. 
In Chapter Five, I present the study methodology including the methods 







Development of the Care Integration Tool Using 
Experience-Based Co-Design 
A qualitative approach has been employed to describe users’ experiences 
in order to inform development of the care integration tool (Bate & Robert, 
2007). User experience has been foundational in developing the care tool; 
therefore interview methods have been used to elicit users’ stories of their 
healthcare or care provision experience. Qualitative approaches are 
appropriate for rich description of non-operationalised phenomena such as 
user experience (Annells & Whitehead, 2007; Guba & Lincoln, 1989). In this 
study, ‘users’ include patients and carers, and also healthcare practitioners 
in acute, sub-acute and community-based programs and settings. 
There are two aims of this research, which correspond with each phase of 
the study: 
1. To describe users’ experiences, including those of patients, carers and 
healthcare practitioners, of transitional care for older people across 
acute, sub-acute and community-care trajectories 
2. To develop an intervention to optimise care integration and user 
experience in transitional care for older people and their family/carers 
across acute, sub-acute and community-care trajectories 
The specific questions that this research aims to address are: 
1. How do users, including patients, carers and healthcare practitioners, 
experience discharge and transitional care for older people and their 
carers/families across the trajectories of acute, sub-acute and 
community care? 
2. Following a constructivist methodology, what processes and strategies 
can users employ to optimise their experiences in transitional care 
across trajectories of acute, sub-acute and community programs and 
settings? 
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This chapter commences with an introduction to the research design, 
following which a description of the study setting is provided. There were 
two phases in this study: 1) a context inquiry, including semi-structured 
interviews with patients and carers, and healthcare practitioners; and 2) 
co-design focus groups with patients, carers and healthcare practitioners. 
The setting was the same for both study phases. The sample, instruments 
and interview guidelines, procedure and data collection are presented 
separately for each phase of the study. The chapter concludes with a 
description of data analyses, discussion regarding the trustworthiness of 
the study, and ethical considerations. 
Research Design: Experience-Based Co-Design 
The research design was an experience-based co-design with mixed 
methods data collection. Experience-based co-design, hereafter referred to 
as co-design, is a participatory action research methodology developed by 
the UK researchers Bate and Robert (Bate & Robert, 2007; Bate & Robert, 
2006; Robert, 2013). Co-design involves service users, including patients, 
carers/families and healthcare practitioners in frontline and management 
positions, in designing health services collaboratively to improve the user 
experience (Bate & Robert, 2007; Bate & Robert, 2006; Donetto et al., 
2014; Larkin, Boden, & Newton, 2015).  
Ascertainment of the user experience is the first stage of co-design and 
involves a context inquiry typically using interview methods, such as semi-
structured interviews, with service users. Bate and Robert (2007) 
recommend data collection in the form of semi-structured interviews in 
order to ascertain users’ stories of their experiences. In the current study, 
semi-structured interviews were selected as the main source of data in the 
context inquiry. This was in order to elicit users’ stories about their 
experiences, in accordance with recommendations by Bate and Robert in 
addition to those of researchers from hermeneutic phenomenology 
approaches, (Bate & Robert, 2007; Kahn, 2000; Smith, Flowers, & Larkin, 
2009; Teddlie & Tashakkori, 2009; Walker, 2011). The semi-structured 
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interviews also facilitated one-to-one interaction between the interviewer 
and the interviewees. This enabled the interviewer to ask for explanation 
and clarification of responses (Silverman, 2013; Teddlie & Tashakkori, 
2009; Yeo et al., 2014). Given the subjective nature of user experience, it 
has been anticipated that an exploratory approach where the researcher 
can seek clarification of responses, as facilitated in semi-structured 
interviews, would be the most appropriate source of data collection for the 
context inquiry (Kahn, 2000; Walker, 2011).  
Touch points, reflecting both positive and negative user experiences 
ascertained in the context inquiry, were the main data that were presented 
to participants in the co-design phase (Bate & Robert, 2007; Larkin et al., 
2015). Touch points are those moments and places where the user comes 
into contact with the service and where their emotions and cognitions are 
meaningfully affected by the service (Bate & Robert, 2007; Iedema et al., 
2010). Touch points, also referred to by Bate and Robert (2007) as 
experience clues, are very personal moments or events within a user’s 
healthcare trajectory. Touch points can be identified in any moment of 
contact between the user and the service, including health services staff. 
Health planners and researchers can influence user experience by changing 
touch points (Bate & Robert, 2007). Touch points are evident in users’ 
stories about their healthcare journey.  
In the co-design phase, service users are invited to respond to touch points 
by collaboratively designing solutions to overcome negative experiences. 
This occurs during a co-design event. During the co-design event, material 
illustrating service use and touch points is presented to service users, who 
are invited to co-design solutions (Bate & Robert, 2007; Donetto et al., 
2014; Larkin et al., 2015). In the current study, focus groups were 
employed as the co-design event. 
In focus groups, data are created in interactions between group members 
(Bate & Robert, 2007; Finch, Lewis, & Turley, 2014; Silverman, 2013). 
Researchers recommend focus groups because the interactions between 
group members can generate more nuanced and refined perspectives, and 
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because the spontaneous discussion that emerges from the group can 
provide new insights about the phenomenon of interest (Bate & Robert, 
2007; Finch et al., 2014; Teddlie & Tashakkori, 2009). Individuals listen, 
consider what is said and reflect on their own perspective. They question 
each other, comment on others’ responses and prompt further discussion 
and reflection (Finch et al., 2014; Silverman, 2013; Teddlie & Tashakkori, 
2009). As the discussion progresses, individuals refine their interpretations 
of their experiences. The spontaneity that occurs in focus groups is more 
like conversations in real-life situations. This is because individuals respond 
to each other, rather than to the researcher alone (Finch et al., 2014). 
Therefore, individuals can express more of their own beliefs regarding the 
phenomenon under inquiry. Following Bate and Robert (2007), I employed 
focus groups as the co-design event in this study. This is because I wanted 
to facilitate a co-design event where some patients, carers and healthcare 
practitioners engaged in collaboratively considering touch points from the 
context inquiry and in collaboratively considering solutions.  
Bate and Robert (Bate & Robert, 2007; Robert, 2013) further recommend 
participant observation in co-design initiatives. They consider that 
participant observation is important in establishing trust with participants, 
and in observing behaviour that is normalised and not easily expressed by 
participants during interviews. In the current study, informal participant 
observation was employed on the two wards at the large healthcare 
organisation. Participant observation of healthcare practitioners engaged 
in day-to-day care provision on the two wards was conducted during 
participant recruitment for the context inquiry (McNaughton Nicholls, 
Mills, & Kotecha, 2014). In addition, I observed healthcare practitioners on 
the two wards at eight multidisciplinary ward meetings. In using participant 
observation, I wanted to observe the potentially complex interactions 
between practitioners on the multidisciplinary teams and also observe 
practices considered normal in day-to-day care provision that participants 
may not have articulated during semi-structured interviews (McNaughton 
Nicholls et al., 2014). I documented my observations in field notes, and 
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included my observations of interactions between myself and participants 
during semi-structured interviews and co-design focus groups (Silverman, 
2013). Although these field notes are not reported as a distinct data set, I 
have used them as a memory aid in interpreting findings from both the 
semi-structured interviews within the context inquiry and from the co-
design focus groups (McNaughton Nicholls et al., 2014; Silverman, 2013).  
Use of Co-Design in Health Services Improvement. 
Co-design is one way of designing service improvement to optimise user 
experience (Donetto et al., 2014) and is promoted by the UK-based 
National Health Service Institute for Innovation and Improvement (2013) 
and by the UK-based charitable organisation, The King’s Fund (2013a). In a 
recent survey, Donetto, Tsianakas and Robert (2014) found that co-design 
has been used in a number of Western countries with a focus on service 
improvement in a broad range of healthcare arenas including cancer, 
mental health, drug and alcohol, emergency departments, surgical 
services, critical care and paediatrics (Donetto et al., 2014). To date, use of 
co-design in improving integration between services across the hospital–
community care interface, such as occurs in transitional care for older 
people, has received limited attention. Co-design can be an effective 
method and process for engaging service users in service improvement, 
enhancing staff empathy for patients and carers, and enhancing patients’ 
and carers’ empathy and understanding for staff (Donetto et al., 2014; 
Iedema et al., 2010; Larkin et al., 2015). Additionally, co-design has been 
found to be time and resource intensive, suggesting that careful adaptation 
of these methods in accordance with available resources is required 
(Donetto et al., 2014; Larkin et al., 2015; Robert, 2013).  
Accordingly, the methodology in the current study is based on an 
adaptation of co-design in order to develop a prototype care integration 
tool. In formulating the protocol, I have selected the following elements 
and processes from co-design methodology (Bate & Robert, 2007; Robert, 
2013): (1) a context inquiry and semi-structured interviews with service 
users (patients, carers and healthcare practitioners); and (2) co-design 
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events comprising three focus groups with users where touch points 
elicited from the context inquiry were presented and participants were 
invited to consider solutions. A prototype care integration tool was 
developed from the interview and focus group data, and the prototype 
tool was presented to participants for discussion and refinement in the 
final focus group.  
Context Inquiry. 
In co-design, a context inquiry is recommended (Bate & Robert, 2007). This 
is in order to identify touch points (key moments and places that have 
shaped the experience of the older person and their carer in their 
trajectory from hospital to home) and design rules (the accepted collective 
assumptions within a service that form the underlying organisational 
culture) (Bate & Robert, 2007).  
Design rules define people’s behaviour and experience in a health service. 
According to Bate and Robert (2007), the principles of patterns and anti-
patterns can be used to improve design rules. Patterns and anti-patterns 
are the collective assumptions underpinning cultural practices that service 
users believe ‘work’ (are effective). However, these cultural practices may 
represent either effective design rules (patterns) or ineffective design rules 
(anti-patterns) (Bate & Robert, 2007). These principles have been used in 
both the context inquiry (to identify problems with design rules) and the 
co-design focus groups (to guide solutions to design issues). It was 
anticipated that patients and carers, and hospital and community-based 
practitioners would have different beliefs about the design rules that 
‘work’ in care transitions from hospital to home. 
The context inquiry was conducted through three data collection methods: 
semi-structured interviews with older people and their carers; a patient 
care record audit; and semi-structured interviews with healthcare 
practitioners. I interviewed relevant patients and carers, and healthcare 
practitioners across the hospital–community interface about their 
experience of receiving discharge and transitional care or of care provision 
respectively. Findings about user experiences have been identified and 
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used to create a context story (Bate & Robert, 2007). The context story is a 
description of users’ experiences in transitional care from hospital to home 
ascertained from interviews with patients, carers and health practitioners. 
Two context stories have resulted, one reflecting the experiences of 
patients and carers, and a second reflecting the experiences of healthcare 
practitioners. A retrospective patient care record audit was conducted of 
the patients who participated in the semi-structured interviews (context 
inquiry) to ascertain objective descriptive data.  
The context story and file audit data provided information from which both 
problems and opportunities were identified in the first and second co-
design focus groups. Along with the findings from the two evidence 
reviews, these data informed the development of the integrated care tool. 
The prototype of this care tool was presented to participants during the 
third and final co-design focus group.  
Co-Design Focus Groups. 
Health services leaders and planners can engage patients, carers and 
health practitioners in the design of a health service through co-design 
processes. Co-design involves those who use a health service in the design 
of the health service through interactive group-based techniques such as 
focus groups (Bate & Robert, 2007). Three sequential focus groups were 
conducted with users: a patient, carers, and hospital-based and 
community-based practitioners, to engage them in the co-design of the 
integrated care tool. Summaries of the data analysis from the context 
inquiry were presented to participants in the focus groups to generate 
ideas about improved care transition experiences and the integrated care 
tool.  




Figure 4. Development of the Care Integration Tool 
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Setting 
The hospital–community interface in health and aged care is complex in Australia, 
with no single provider accommodating all health and aged care needs. Therefore 
multiple organisations and programs in acute, sub-acute and community-based care 
and in general practice have been included in this study. A large outer metropolitan 
healthcare service in the Australian city of Melbourne participated. This site was 
selected because it provides a range of public healthcare services and programs to 
the community including older people living with chronic illnesses. These include 
Geriatric Evaluation and Management (GEM) and acute general medicine. One ward 
from each of these programs (GEM and acute medicine) formed the in-patient sites 
for the study. The health service also provides Hospital in the Home, an acute 
program in the home setting, and a range of sub-acute care programs including 
Post-Acute Care and the Transition Care Program, which also participated in the 
study.  
Community-based organisations servicing the same geographical area in Melbourne 
as the large outer metropolitan healthcare service were also selected. The larger 
community organisations were selected to maximise opportunities for participant 
recruitment and included two providers of home care. Patients participating in the 
semi-structured interviews were invited to nominate their general practitioner (GP) 
for invitation to be interviewed. Some GP practices in in the same geographical 
location therefore also participated in the study. Additionally, the relevant Primary 
Care Partnership was invited to participate in the co-design focus groups due to 
their focus on supporting care integration between health practitioners in the in-
patient and community sectors. All health services and programs that formed sites 
for the study provide care to older people living with multiple chronic illnesses. 
These services and programs are not disease-specific specialty services. 
Outer Metropolitan Healthcare Service. 
The outer metropolitan healthcare service is one of the largest healthcare networks 
in Australia, providing public healthcare services to Melbourne’s outer eastern 
areas. One acute medicine ward and four sub-acute care programs – Geriatric 
Evaluation and Management (GEM), Hospital in the Home (HITH), Post-Acute Care 
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(PAC) and the Transition Care Program (TCP) – formed the healthcare service sites 
for the study. These wards and programs provide care to older people with acute 
care problems and multiple chronic illnesses, and functional difficulty. These wards 
and programs were selected because they offer different approaches to care for 
older people with chronic medical problems: acute approaches to care in acute 
medicine and HITH; and chronic care/long-term care and rehabilitation approaches 
in GEM, PAC and TCP. This has maximised variation and provided opportunities for 
information about different user experiences in different in-patient settings and 
programs across the trajectory of acute and sub-acute care.  
Acute medicine. 
In the Australian public healthcare system, patients with significant acute medical 
problems may be treated as in-patients within acute medicine, also referred to as 
acute general medicine, in a public hospital (Department of Health and Human 
Services, 2016a). A wide variety of medical problems, including cardiac, endocrine 
and respiratory conditions, are treated within acute medicine. 
Hospital in the Home. 
HITH originated in the early 1990s in Australia as an alternative to in-patient stay in 
public hospitals (Department of Health and Human Services, 2016c; Duke & Street, 
2003). Patients can be treated at home for a range of acute health problems by 
nurses and allied health practitioners, and remain in the care of the public hospital 
under the treatment of the hospital medical practitioners. HITH is a program within 
the public health sector in Australia and care under HITH is free of charge to 
patients (Department of Health and Human Services, 2016c). All adult public 
patients, irrespective of age, are eligible for HITH. 
Geriatric Evaluation and Management. 
GEM is a sub-acute care program within the Australian public health system focused 
on improving the functioning of older people with multiple complex health 
problems (Department of Health and Human Services, 2016b). GEM provides 
comprehensive management of older people by specialist aged care teams and can 
include aged care assessment. GEM can be provided in both in-patient settings and 
the person’s home (Department of Health and Human Services, 2016b). 
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Post-Acute Care. 
The Australian short-term support PAC program provides short-term supports of up 
to four weeks following hospital discharge to public hospital patients, to enable 
early hospital discharge (Department of Health and Human Services, 2016d; 
Department of Health Victoria, 2013). Short-term supports are provided in the 
home and may include personal care and home care. PAC provides funding support 
for community nursing by RNs for up to 1 week following hospital discharge. 
Transition Care Program. 
The Commonwealth Government–funded TCP is a sub-acute care program within 
the Australian public health sector that aims to support, for a period of up to 12 
weeks, older people who require time to recover following an acute illness and to 
plan their long-term care needs (Australian Government Department of Health and 
Ageing, 2015; Gray et al., 2012). Although TCP is part of the public health system, 
patients pay a fee for this service. 
Home Care Services. 
The two home care services are large providers of home care services in 
Melbourne’s eastern suburbs. Both services provide personal care, assistance with 
shopping and housekeeping, home care packages with case management, and 
some community nursing.  
General Practice. 
In Australia, general practice is a small-business model largely funded by the public 
health insurer Medicare (Australian Government Department of Human Services, 
2016; Royal Australian College of General Practitioners, 2016). GPs, also known as 
family physicians, provide continuing medical care to patients in the community.  
Primary Care Partnership. 
In the Australian state of Victoria, PCPs are networks of human service 
organisations and local health organisations (Victorian Primary Care Partnerships, 
2015). PCPs aim to find ways for healthcare organisations and human service 
providers to work together to improve the health of the communities they serve.  





Patients and carers. 
Patients were eligible to participate in the study when they had been transitioned 
from hospital (from one of the two participating in-patient sites) to home and when 
they met the following criteria: 
• were discharged to their own home in the community during the recruitment 
period 
• were aged 70 years or older 
• experienced at least two chronic health conditions 
• spoke English sufficiently to provide informed consent 
• were capable of providing informed consent (cognitive ‘capacity’ was 
determined by the ward staff). 
• People from Aboriginal and Torres Strait Islander (ATSI) backgrounds were not 
explicitly sought as the patient/client group in this study; however, when an 
older person was of ATSI origin and met the selection criteria, they were invited 
to participate. 
Patients were excluded when they met the following criteria: 
• were aged less than 70 years 
• were too unwell to be invited to participate in the study when persistent 
ongoing symptoms or functional difficulties impaired the person’s ability to 
readily engage in verbal communication with the student researcher during an 
interview; the student researcher and the relevant health practitioners directly 
involved in the person’s care made this decision based on their clinical 
judgement regarding the person’s symptoms and conditions exacerbating their 
symptoms 
• were unable to provide informed consent due to cognitive impairment 
• were unable to speak English sufficiently to provide informed consent; people 
from culturally and linguistically diverse backgrounds who were unable to speak 
English sufficiently to provide informed consent were excluded because this was 
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an unfunded study and hence there was no budget for health interpreter 
services. 
Carers were eligible to participate when they were performing the role of an unpaid 
and informal carer as nominated by the patient. The patient who agreed to 
participate was invited to nominate their main carer. Carers were eligible when 
they met the following criteria: 
• were aged 18 years or over 
• were capable of providing informed consent (cognitive ‘capacity’ was 
determined by the ward staff) 
• spoke English sufficiently to provide informed consent. 
Carers were excluded when they met the following criteria: 
• were aged less than 18 years 
• experienced cognitive impairment and were unable to provide informed 
consent 
• did not speak English sufficiently to provide informed consent.  
Purposive sampling was used to recruit up to 20 older people, and their 
carers/family as appropriate, who had recently been transitioned from participating 
wards to their own homes for a semi-structured interview. A total of 19 patients 
and 7 carers agreed to participate in semi-structured interviews for the purpose of 
describing care transition trajectories and experiences in depth. Of these people, 13 
patients were interviewed alone, 6 carers and patients were interviewed together 
and 1 carer was interviewed without the patient, who was too fatigued to 
participate. 
Patient care record audit. 
The patient care records of the 19 patients who participated in the semi-structured 
interviews were sought for audit. In the patient care record audit, patients’ care 
records were purposively selected to include those people who participated in the 
semi-structured interviews. Patient care records were selected from the large outer 
metropolitan healthcare service. The purpose of the patient care record audit was 




Healthcare practitioners working in the health service or associated community 
programs were recruited to participate in semi-structured interviews. Healthcare 
practitioners were those people involved in care provision to older people and their 
carers during care transitions from hospital to home including discharge planners, 
discharge liaison staff, ward nurses, social workers, medical practitioners including 
general practitioners, allied health practitioners, community nurses and aged care 
case managers. Healthcare practitioners were based in in-patient (including acute 
and sub-acute care) and community settings (including sub-acute and community 
programs). Healthcare practitioners had to meet the following criteria: 
• were aged over 18 years 
• were employed by a participating health organisation or in general practice. 
Healthcare practitioners were excluded when they met the following criteria: 
• were not employed by a participating health organisation or general practice 
• were not providing direct care to older people and their carers in discharge and 
transitional care from hospital to home. 
Healthcare practitioners were selected purposively as those with a core role in 
transitional care for older people, for example, discharge planners and discharge 
liaison staff and staff involved in day-to-day care provision. Overall, 48 healthcare 
practitioners were recruited. Two participants were interviewed together as they 
were required to remain in the office and respond to phone calls. The purpose of 
the semi-structured interviews was to describe care transition trajectories in-depth.  
Instruments and Interview Guidelines. 
Instruments and interview guidelines for data collection included a demographic 
questionnaire for patients, a demographic questionnaire for carers/family, semi-
structured interview guidelines for older people and carers, a patient care record 
audit tool, a demographic questionnaire for health practitioners and semi-
structured interview guidelines for health practitioners. The instruments captured 
demographic information about patients, carers and health practitioners. The 
patient care record audit tool captured information regarding patients’ 
documented transition. The interview guidelines contained questions prompting 
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responses regarding patients’ and carers’ experiences of care transitions or 
responses regarding healthcare practitioners’ experiences of providing discharge 
and transitional care. Instruments and interview guidelines were informed by a 
previous literature review (Allen, Ottmann, & Roberts, 2013b), systematic review 
(Allen et al., 2014), meta-synthesis review (Allen et al., 2017) and qualitative pilot 
study (Allen et al., 2013a). In addition, I used recommendations by Bate and Robert 
(Bate & Robert, 2007) to develop the interview guidelines.  
Procedure and Data Collection. 
Patients and carers. 
Nineteen patient participants were recruited from the two in-patient wards, one 
rehabilitation GEM unit and one acute care general medicine unit. Nurse Unit 
Managers and Associate Nurse Unit Managers on each ward were invited to identify 
people who met the selection criteria. The senior nurses introduced the study to 
these people. With the person’s permission, I explained the study to them using the 
Participant Information and Consent Form – Older People and their Carers (see 
Appendix J). To establish their eligibility to participate in the study, I invited the 
person to complete a Screening and Demographic Questionnaire –the Older Person 
(see Appendix K). I invited eligible patients and, if appropriate, their carers to 
participate in a face-to-face semi-structured interview of approximately one hour’s 
duration at home at least one week following discharge. In hospital and during 
recruitment, I provided eligible people with the Participant Information and 
Consent Form – Older People and their Carers to take home. Written consent to 
participate in the research was obtained during the home visit just prior to the 
interview.  
When the person did not meet the inclusion criteria for the study, they were 
informed and advised that they could provide feedback to the relevant provider 
about their discharge and care transition using existing patient feedback systems. 
These systems are: 1) the feedback form available on the relevant website; or 2) 
speaking to service representatives by telephone. I provided the person with the 
web address or telephone number in writing in accordance with their request.  
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The patients invited their carers to participate in the semi-structured interviews. 
Carers’ written consent to participate in the study was sought in the home prior to 
the interview (see Appendix J). Consenting carers completed the Screening and 
Demographic Questionnaire – the Carer with my assistance if required (see 
Appendix L). 
I contacted eligible people by telephone at least one week following their hospital 
discharge to ascertain their continued interest in participating in an interview and, if 
appropriate, to make a suitable time to visit them in their home to conduct the 
interview. With permission, the semi-structured interview was audio-recorded for 
transcription and data analysis. Using the semi-structured interview guidelines – 
Older People and Carers (see Appendix M), I conducted and transcribed the 
interviews. I conducted the data analyses.  
Patient care record audit. 
With the permission of the person who participated in the semi-structured 
interview (Context Inquiry), their patient care record from the healthcare network 
was purposively selected from the organisational database. I audited the patient 
care record using an audit tool for frequencies and descriptions of discharge and 
transition care episodes including any identifiable enabling and constraining factors 
(see Appendix N).  
Healthcare practitioners. 
The management at each site was asked to nominate key personnel in discharge 
and transitional care to participate in the study. Management initially contacted 
potential participants to ascertain their interest in learning more about the study. 
Key personnel in discharge and transitional care included discharge planners and 
discharge liaison personnel and also relevant practitioners on each ward/site 
involved in day-to-day care provision. I invited participants and explained the study 
to them using the Participant Information and Consent Form – Healthcare Providers 
(see Appendix O); all participants were provided with a copy of the form. I made a 
time to conduct the interviews face-to-face with healthcare practitioners who 
agreed to participate in their place of employment during a scheduled meal break. 
As one home care service had limited office space, 4 health practitioners were 
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interviewed in an office at Deakin University. In all, 45 healthcare practitioners 
agreed to participate in a semi-structured interview. 
Patients who participated in the context inquiry were asked for their permission for 
me to contact their general practitioner (GP). The study was explained to GPs by 
telephone using the Participant Information and Consent Form – Healthcare 
Providers (see Appendix O) and they were invited to participate in a telephone 
interview. All participants were provided with a copy of the Participant Information 
and Consent Form – Healthcare Providers by email. I made a time to conduct the 
interviews by telephone with GPs who agreed to participate as suitable to the 
practitioner. A total of three general practitioners agreed to participate in semi-
structured interviews. One GP was interviewed at the participating health network, 
one GP was interviewed in a private office at Deakin University and one GP was 
interviewed by telephone. 
Written consent was requested from all healthcare practitioners including GPs at 
the beginning of the interviews. Participants were invited to complete the Screening 
and Demographic Questionnaire – the Healthcare Provider with my assistance if 
required (see Appendix P). Using the semi-structured interview guidelines – 
Healthcare Providers (see Appendix Q), I conducted the interviews and recorded 
them on an audio-recording device. I transcribed the interviews and conducted the 
analyses.  
Co-Design Focus Groups 
Sample. 
Participants were recruited to participate in the co-design focus groups using 
purposive sampling. All patients and carers invited to participate in the context 
inquiry were invited to participate in the co-design focus groups. Healthcare 
practitioners who had participated in the context inquiry were invited to participate 
in the co-design focus groups. Other healthcare practitioners with a key role in 
discharge and transition care at participating organisations were also invited to 
participate. This invitation was provided in the staff newsletter and stated the 
project focus on transitional care and aim of identifying principles to guide the 
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development of the tool as well as the dates, time, duration and location of the 
focus groups.  
Patients were eligible to participate when they: 
• participated in the phase 1 context inquiry. 
Patients were ineligible to participate if they:  
• were too unwell to be invited to participate in the study where persistent 
ongoing symptoms or functional difficulties impaired the person’s ability to 
readily engage in verbal communication during the focus groups; the student 
researcher and the relevant healthcare practitioners directly involved in the 
person’s care made this decision based on their clinical judgement regarding 
the person’s symptoms and conditions exacerbating their symptoms 
• were unable to provide informed consent due to cognitive changes 
• were unable to speak English sufficiently to provide informed consent.  
Carers were eligible to participate when they: 
• participated in the phase 1 context inquiry.  
Carers were excluded if they met the following criteria: 
• experienced cognitive impairment and were unable to provide informed 
consent 
• did not speak English sufficiently to provide informed consent.  
Healthcare practitioners were eligible to participate when they: 
• participated in the phase 1 context inquiry  
• had a key role in discharge and transition care within participating health 
organisations including relevant general practices.  
Healthcare practitioners were excluded if they met the following criteria: 
• were not employed by a participating health organisation or general practice.  
A total of 10 participants were sought to take part in the co-design focus groups 
(patients, carers and healthcare practitioners from the participating health network 
and community-based organisations). The co-design focus groups were comprised 
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of small-group discussion and activities. A total group of seven people were 
recruited to maximise interaction within a workable small-group context. 
Focus Group Interview Guidelines. 
The co-design focus group interview guidelines were developed from guidelines 
provided by Bate and Robert (Bate & Robert, 2007; Robert, 2013). In focus groups 1 
and 2, I used a storyboard and process map to illustrate the touch points 
ascertained from the semi-structured interview findings in the context inquiry. In 
focus group 1, the questions ‘Do the findings make sense? How/how not?’ were 
used to guide the discussion. In focus group 2, I invited participants to imagine the 
ideal discharge and care transition. I used the question ‘What are the “must haves” 
in discharge and transitional care?’ to guide discussion in focus group 2. In focus 
group 3, I presented the prototype care integration tool. I used the questions ‘Does 
the tool make sense?’ and ‘What could be improved?’ to guide discussion. 
Procedure and Data Collection. 
Three co-design focus groups, each with a patient, a carer, one health provider who 
was also a carer and healthcare practitioners (from acute, sub-acute and 
community programs), were scheduled at three time points with a one-week 
interval between the first and second focus groups and a two-week interval 
between the second and third focus groups so as to allow sufficient time to develop 
the care integration tool.  
Patients and carers, and healthcare practitioners who participated in interviews as 
part of the context inquiry were asked at that time for their permission for me to 
contact them at a later date with an invitation for the co-design focus groups. With 
participants’ permission, I contacted them prior to the focus groups and explained 
participation in the focus groups using the relevant Participant Information and 
Consent Form (see Appendixes R and S). I sent relevant details by regular mail or 
email to people who agreed to participate, including the Participant Information 
and Consent Form and information about the date, time and location of the focus 
groups. Written consent to participate in the focus groups was sought at the first 
focus group. Focus group participants who had not participated in the context 
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inquiry, including three healthcare practitioners, were invited to complete the 
relevant Screening and Demographic Questionnaire (see Appendix P).  
Presentations in focus groups 1and 2 involved summaries of the data resulting from 
the semi-structured interviews with older people and carers, and with healthcare 
practitioners. Focus group participants were invited to comment on the themed 
data to ascertain whether these made sense to them and whether the themes 
required expansion from their perspective. I then used the discussions from focus 
groups 1 and 2, findings from the semi-structured interviews in the context inquiry 
and findings from both evidence reviews to draft a prototype care integration tool. 
This involved discussion with all three thesis supervisors in consideration of the 
elements and processes considered important in best practice discharge and 
transitional care as derived from the evidence reviews, the themes derived from the 
context inquiry and the points raised in the focus group interviews 1 and 2. 
Emphasis was placed on feasibility and usability for patients, carers and healthcare 
practitioners to support their access to the existing sub-acute care system and 
thereby maximise care integration between the community and in-patient sectors, 
and with older people and their carers. Ten domains resulted for inclusion in the 
tool and an acronym was derived. These domains and the acronym were presented 
to participants in focus group 3 for comment about their feasibility and usability for 
all target groups: acute care practitioners, and older people and their carers. 
With all participants’ permission, the focus group interviews were audio-recorded 
for transcription and data analysis. The three resulting transcripts formed the 
principal data set for analysis. An assistant attended all three focus groups to note 
observations during the groups and assist with time keeping. A professional 
transcriber transcribed the focus group interviews and I conducted the data 
analysis. The focus groups were guided by the co-design focus group guidelines (see 
Appendix T).  
Member Checking 
As the methodology for the study has been developed from Heidegger’s 
Hermeneutic Phenomenology, the immediate time and place of the interview 
formed an important context framing the data (Earle, 2010; McConnell-Henry et al., 
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2011). From this perspective, the interview data reflect the ‘lived experience’ of the 
participant at the time and place of the interview. Participants’ consideration of 
their interview transcripts, in the form of member checking or transcript review, is 
debated in studies that include phenomenology in the methodology. Some 
researchers recommend member checking as part of rigour processes in qualitative 
research (Smith et al., 2009). Others do not recommend member checking because 
this process changes the context of the interview (McConnell-Henry et al., 2011). In 
keeping with McConnell-Henry et al. (2011), participants were not invited to 
member check their interview transcripts. No participants requested to review the 
information they provided or to see the resulting transcript.  
Data Analyses 
This is a mixed methods study; therefore multiple approaches to data collection and 
to data analysis have been used to assess user experience in transitional care for 
older people from hospital to home, and to develop the integrated care tool. These 
include statistical analyses of all quantitative data and thematic analysis of all 
qualitative data. 
Quantitative Data. 
Quantitative data include demographic information for patients and carers, and 
healthcare practitioners, interviewed as part of the context inquiry, and 
demographic information for participants in the focus groups. Quantitative data 
also include information assessed in the file audit.  
All quantitative data were entered into the Statistical Package for the Social 
Sciences (SPSS) version 21. Quantitative data were analysed following the 
recommendations of Tabachnick and Fidel (2013), Gravetter and Wallnau (2012) 
and Pallant (2013). Accordingly, categorical data were analysed for frequencies and 
continuous data were analysed for descriptive statistics. Patients who were 
recruited and interviewed were compared with those who were recruited but 
declined to be interviewed, with respect to age and gender. Age was analysed using 
one-way analysis of variance and gender was analysed using the chi-square test for 
independence with Yates’ correction for continuity (Pallant, 2013; Tabachnick & 
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Fidel, 2013). All statistical tests were interpreted using a p < 0.05 significance level 
(Pallant, 2013; Tabachnick & Fidel, 2013).  
Qualitative Data. 
In accordance with the arguments presented in Chapter Two, user experience is the 
principal form of knowledge driving the study. User experience is how the user of a 
health service feels and thinks about the service while they are using it (Bate & 
Robert, 2007). I understand this position of Bate and Robert’s (2007) from a 
constructivist standpoint that includes a theoretical understanding of experience in 
the world informed by Heidegger’s phenomenology. Users interpret their 
experience of health services in terms of existential meanings, which are relational 
to time and to space, and essentially social. The social world particular to the 
healthcare environment shapes users’ interpretations of the meaning of their 
experiences of healthcare, and users’ interpretations of the meaning of their 
experiences of healthcare can in turn shape the social world of the relevant 
healthcare environment. Hence, user experience in healthcare contexts, including 
transitional care, is itself a social process. The social process of user experience in 
transitional care formed the principal meaning unit for qualitative data analysis. 
Qualitative data were thematically analysed using the inductive data analysis 
technique of thematic analysis (Glaser  & Stauss, 1967; Lincoln & Guba, 1985; Smith 
et al., 2009). The qualitative data were the interviews conducted in the two phases 
of the study: the context inquiry and the co-design focus groups. Qualitative 
interviews in the context inquiry included: 20 semi-structured interviews with 
patients and carers; and 47 semi-structured interviews with healthcare 
practitioners. Qualitative interviews in the co-design focus groups included three 
focus group interviews. All qualitative interviews were audio-recorded and 
transcribed verbatim for analysis. I transcribed the semi-structured interviews and a 
professional transcriber transcribed the three focus group interview audio-
recordings. The resulting transcripts formed the principal texts for qualitative 
analysis.  
Qualitative data were analysed separately for the two study phases. Interview data 
in the context inquiry were analysed separately for patients and carers, and for 
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healthcare practitioners. Data from all three co-design focus groups were analysed 
together. I analysed all interview and focus group transcripts.  
I checked the audio-recordings against the transcripts for accuracy. For example, 
during data analysis, I referred to audio-recordings and also to my field notes for 
more detailed information to cross-check and interrogate my coding and 
interpretations of emerging themes and sub-themes. Cross-checking and 
interrogation of transcripts against audio-recordings and field notes were important 
in order to include non-verbal communication and contextual information in the 
analysis. Non-verbal communication and contextual information were not 
accessible by reading interview transcripts alone.  
Data analysis was the same for each study phase and group. Thematic analysis was 
guided by the relevant research aim and question as follows: 
• Context inquiry (patients and carers, healthcare practitioners) 
Research aim: 
1. To describe users’ experiences, including those of patients, carers and 
healthcare practitioners, of transitional care for older people across acute, sub-
acute and community-care trajectories 
Research question: 
1. How do users, including patients, carers and healthcare practitioners, 
experience discharge and transitional care for older people and their 
carers/families across the trajectories of acute, sub-acute and community care? 
• Co-design focus groups 
Research aim: 
2. To develop an intervention to optimise care integration and user experience in 
transitional care for older people and their family/carers across acute, sub-
acute and community-care trajectories 
Research question: 
2. Following a constructivist methodology, what processes and strategies can 
users employ to optimise their experiences in transitional care across 
trajectories of acute, sub-acute and community programs and settings? 
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Thematic analysis of the qualitative data was an iterative process that involved four 
main phases: (1) reading transcripts and listening to audio-recordings; (2) coding 
interview transcripts; (3) deriving categories; and (4) deriving themes. This thematic 
analysis was conducted using matrixes in accordance with the Framework Approach 
recommended by Spencer and colleagues to facilitate comparing and contrasting 
data between participants (Spencer, Ritchie, O’Connor, Morrell, & Ormston, 2014a; 
Spencer, Ritchie, Ormston, O’Connor, & Barnard, 2014b). For access to the whole of 
the text and relevant components of the text as pertaining to each participant 
comment, it was my preference to conduct the coding using hard copies of the 
interview transcripts. I used the margins of these hard copies to make notes 
regarding codes and categories. I then transferred this information into a table in 
Microsoft Word. I also completed tables of categories using the table function in 
Microsoft Word.  
Quotations are reported in the findings where relevant to illustrate themes and 
sub-themes. Pseudonyms are used to conceal participants’ identities. 
(1) Reading transcripts and listening to audio-recordings. 
Initially, I read each interview transcript in its entirety and listened to the relevant 
audio-recording. Interview transcripts were read in chronological order for patients 
and carers, for healthcare practitioners and for the focus groups. Notes regarding 
non-verbal communication were made as relevant. Field notes were read for 
significant contextual information; as for example pertaining to community-based 
and sub-acute care programs relevant to the participant (Cohen, Kahn, & Steeves, 
2000; Smith et al., 2009). Interviews were read and re-read to form preliminary 
interpretations of the whole of the interview and relevant context for each 
participant (Cohen et al., 2000). Preliminary codes were noted in preparation for 
coding. 
(2) Coding interview transcripts. 
During the second phase of data analysis, data were analysed by open coding 
(Annells & Whitehead, 2007; Creswell & Plano Clark, 2011; Strauss & Corbin, 1998). 
Codes were verbatim key concepts, labels and descriptions as stated by each 
participant and as meaningful to each participant (Cohen et al., 2000; Smith et al., 
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2009). Codes that were meaningful to each participant were those comments 
indicating that something mattered to the participant and was important to them in 
their world (Bate & Robert, 2007; Smith et al., 2009). Each interview transcript was 
read line by line, and codes were underlined and noted. Quotations illustrating 
these codes were also noted. In accordance with the Framework Approach (Spencer 
et al., 2014a), codes and quotations were added to a matrix. Each interview 
transcript has a corresponding code and quotation matrix.  
I conducted credibility checks by meeting with my thesis supervisors on three 
occasions to cross-code six raw data transcripts pertaining to: (1) patient and carer 
interviews – context inquiry; (2) health practitioner interviews – context inquiry; 
and (3) focus group interviews – co-design focus groups. Consistency between 
coders was high, with minor discrepancies resolved through negotiation. 
(3) Deriving categories. 
The third phase of data analysis involved organising codes from each interview into 
categories and subcategories (Annells & Whitehead, 2007; Creswell & Plano Clark, 
2011; Strauss & Corbin, 1998). This was a process of grouping codes that were alike 
into a category matrix. In the category matrix, relevant codes from each participant 
were listed underneath the relevant category or sub-category. This resulted in three 
category matrixes: (1) patient and carer interviews – context inquiry; (2) health 
practitioner interviews – context inquiry; and (3) focus group interviews – co-design 
focus groups. 
(4) Deriving themes. 
Themes and sub-themes were derived by comparing and contrasting codes, 
categories and sub-categories between participants. For the three groups: (1) 
patient and carer interviews – context inquiry; (2) health practitioner interviews – 
context inquiry; and (3) focus group interviews – co-design focus groups, the 
analysis process involved comparing and contrasting codes within interviews and 
between interviews, and categories and sub-categories, to identify similarities and 
differences (Silverman, 2013; Spencer et al., 2014a; Spencer et al., 2014b). 
Relationships between codes and between categories were thereby identified and 
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refined into patterns (Spencer et al., 2014a; Spencer et al., 2014b; Strauss & Corbin, 
1998). These relationships and patterns form themes and sub-themes.  
The emergent sub-themes and themes took two forms: those with latent and overt 
content meaning, and those that the student researcher considered meaningful to 
the research aims and questions (Strauss & Corbin, 1998). I interpreted data in 
terms of both of these sub-themes and themes, leading to thick description 
inclusive of descriptions of care transition experiences (sub-themes) and 
explanations of the social processes underpinning care transition experiences 
(themes) (Silverman, 2013; Spencer et al., 2014a; Spencer et al., 2014b; Strauss & 
Corbin, 1998). Descriptions of participants’ care transition experiences and 
explanation of social processes are inclusive of what mattered to participants and 
what was important and meaningful in their experiences. Explanation of social 
processes involved abstraction of data into overarching themes that are increasing 
generalisations of themes and sub-themes between participants (Smith et al., 
2009).  
On seven occasions in 2016, I met with my thesis supervisors to check and test my 
interpretations of participants’ descriptions of their experiences (sub-themes) and 
my explanations of the social processes (themes) (Smith et al., 2009). My 
supervisors also read drafts of the findings chapters containing the narratives of the 
themes and sub-themes resulting from data analysis. They discussed and 
interrogated my interpretations of themes and sub-themes including my written 
interpretations in drafts of findings chapters. In this way, my interpretations of 
interviews in the context inquiry and co-design focus groups have been tested 
(Smith et al., 2009). Discussion and interrogation of themes and sub-themes with 
supervisors supported the development of a plausible and coherent interpretation 
of the data.  
Two worked examples of the analysis, deriving codes from semi-structured 
interviews with a patient and carers, and with a healthcare professional, are 
provided in Appendix U.  
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Trustworthiness 
In mixed methods and qualitative research, trustworthiness refers to how well the 
study captures the meaning of the phenomenon of interest (Teddlie & Tashakkori, 
2009). There is debate about which criteria reflect a trustworthy study (Annells & 
Whitehead, 2007). Arguments used to establish trustworthiness depend on how 
convincingly each aspect of a particular study fits together and makes sense in 
terms of the research question/s, underlying theoretical framework, methodology, 
data analysis and interpretation (Teddlie & Tashakkori, 2009). Generally, 
trustworthiness is established from arguments supporting credibility, 
transferability, dependability and confirmability (Annells & Whitehead, 2007; 
Teddlie & Tashakkori, 2009). 
According to Guba and Lincoln (1989), good inferences in qualitative research result 
when they are credible. Credibility is defined as consistency between the way 
participants perceive the social phenomenon of interest and the way the researcher 
articulates participants’ perceptions (Annells & Whitehead, 2007; Teddlie & 
Tashakkori, 2009). In the current study, credibility is supported through the 
prolonged observation occurring over the two phases of the study. Triangulation 
techniques also support the credibility of the study. Triangulation is the use of 
multiple data sources, data collection and data analysis methods so that each 
source and type of data can be compared with others to give a multi-perspective 
description of the phenomenon of interest (Annells & Whitehead, 2007; Teddlie & 
Tashakkori, 2009). In this study, triangulation has occurred through the collection of 
data from multiple stakeholders and the use of several data collection techniques.  
Transferability refers to the ability to transfer inferences derived from a particular 
context to a similar context elsewhere (Teddlie & Tashakkori, 2009). Transferability 
is enhanced through thick description of the context of the study (Teddlie & 
Tashakkori, 2009). Detailed description of the study context was the focus of phase 
1 of the study, the context inquiry. I anticipated that interviews with patients and 
carers, and health practitioners based in the hospital and in the community at the 
participating sites would result in rich data. These data have been supplemented by 
a file audit. Inferences have been based on a detailed description of the 
hospital/community care context across acute, sub-acute and community-based 
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programs. This should enable others to consider how the integrated care tool, or 
elements of it, might be applied in similar care contexts elsewhere.  
Dependability is defined as the ability of the researcher as a ‘human instrument’ to 
make consistent inferences (Annells & Whitehead, 2007; Teddlie & Tashakkori, 
2009). The study findings and inferences have been tested for consistency through 
dependability checks where my supervisors reviewed raw data files and 
interrogated my interpretations in regard to interview data from patients and 
carers, and healthcare practitioners as captured in the phase 1 context inquiry, and 
group interviews as captured in the phase 2 co-design focus groups. Dependability 
checks across all data sets with my supervisors have also been important in order to 
minimise the risk of my own biases influencing my interpretations of the data. 
Confirmability refers to the internal coherence between the findings and the 
interpretations and inferences made (Teddlie & Tashakkori, 2009). This has been 
tested alongside the dependability checks with my supervisors and supported 
through my use of field notes throughout data collection.  
Ethical Considerations 
There were a number of ethical issues that have required consideration: informed 
consent; confidentiality and privacy; burden for research participants; data 
anonymity; and potential power imbalance. Full ethics approval was obtained from 
three Human Research Ethics Committees: 
• health network ethics committee  
• home care service ethics committee 
• home care service (the second service accepted ethics approval from Deakin 
University) 
• Deakin University Ethics Committee (February 2015) (2015-023) 
Informed Consent. 
Prospective participants were informed about the study through a written 
information sheet (Participant Information and Consent Form). During recruitment, 
I explained participation verbally using the written information sheet and invited 
questions. In accordance with the written information sheet, I explained to all 
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participants that participation in the study was voluntary and advised them that 
their decision to participate or not would not affect their relationship with the 
healthcare organisation, community provider or Deakin University. Patients who 
agreed to participate were invited to include their main carer/family member in the 
interview. Patients with cognitive impairment were not invited to participate 
because they were not able to provide informed consent. Patients and carers were 
requested to provide written consent at the commencement of the interview. 
Patients were asked for their permission to contact their GP about their hospital 
discharge and care transition. At the commencement of the interview, healthcare 
practitioners were asked to provide written consent.  
Confidentiality and Privacy. 
Confidentiality requires that no information collected about a research participant 
be disclosed to anyone who is not directly associated with the research project (The 
Parliament of Victoria, 2001b). Only my supervisors and myself were directly 
associated with the research study. All data were treated as private and 
confidential. Data files and databases have been stored at Deakin University on the 
secure university network. Data have been stored and managed in accordance with 
the Information Privacy Act  and the Health Records Act . Data will be stored for up 
to 7 years in accordance with the policy at Deakin University.  
Confidentiality could not be assured in regard to the co-design focus group data. 
This was emphasised at the outset of each focus group and participants were asked 
to maintain the confidentiality of the group discussion. 
All data have been treated as private and confidential. All data were de-identified 
by applying a participant identification number to the relevant data. Participants’ 
names and identification numbers have been kept on a separate database on the 
secure computer server at Deakin University. Only my supervisors and I have access 
to these data. All data were de-identified in analysis and reporting. Only de-
identified data are presented in this final thesis. Only de-identified data have been 
and will be presented in publications and at conferences. Pseudonyms have been 
used to conceal participants’ identities. 
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Burden for Research Participants. 
Participants, including patients and carers, and healthcare providers, may have 
experienced inconvenience as a result of participating in the research. There was a 
risk of burden in relation to time commitment for participants through participating 
in interviews and co-design focus groups. I endeavoured to minimise participant 
burden by making appointments with the participant at times suitable to them in 
order to complete data collection. Interviews lasted for a maximum of 60 minutes. 
The requirements for participating in the co-design focus groups were explained 
verbally and in writing using the relevant Participant Information and Consent 
Form. Co-design focus groups lasted for one hour each. I aimed to maximise the 
educational opportunities for patients and carers in order to support new skill 
development, improve their understanding of the health system and how to 
navigate it, and also opportunities for meaningful interactions with healthcare 
practitioners. 
To minimise the burden for healthcare practitioners, I consulted with them at every 
phase of the project in an effort to balance project requirements against the day-to-
day demands of clinical service provision. I endeavoured to maximise educational 
opportunities for participating healthcare practitioners in order to support new skill 
acquisition and promote a culture of learning and research, and service 
improvement at each organisation. For example, I conducted three in-service 
education sessions at participating wards where I presented the findings from the 
two evidence reviews (as presented in Chapters Three and Four). These sessions 
included learning activities focused on how to appraise research evidence. 
Potential Power Imbalance. 
I knew none of the participants prior to commencement of the study. There was 
potential for power imbalance during the semi-structured interviews, where 
patients and carers, and healthcare practitioners could have perceived themselves 
to have less power than the student researcher. All interviews were conducted in 
the patient’s own home, offices of Deakin University or the healthcare practitioner’s 
place of employment. One carer was interviewed in a café at a healthcare 
organisation. During all interviews, the student researcher followed the protocol 
noted in the relevant Participant Information and Consent Form, and endeavoured 
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to behave as a guest of the patient and carer, or the healthcare organisation. The 
student researcher advised all participants that they should only respond to 
questions if they were comfortable to do so.  
The co-design focus groups included a patient, carers, community-based 
practitioners and hospital-based healthcare practitioners. There was potential for 
power imbalance, where patients and carers could have perceived themselves to 
have less power than the healthcare practitioners. One patient, one carer and one 
healthcare provider who was also in the role of a carer participated. The inclusion of 
more than one person in the role of a patient or carer appears to have had an 
enabling effect and supported their active participation in the co-design focus group 
discussions. All focus groups were conducted at Deakin University. 
Summary 
In this chapter, I have presented the study methodology and research design: 
experience-based co-design with mixed methods data collection. The chapter 
includes a description of the study setting and programs. A description of the two 
phases in this study: 1) a context inquiry; and 2) co-design focus groups, has been 
provided. The chapter includes a presentation of: the sample, instruments and 
interview guidelines, and procedure and data collection for each phase of the study. 
An explanation of quantitative and qualitative data analyses, discussion regarding 
the trustworthiness of the study, and ethical considerations conclude the chapter. 
In keeping with the two study questions, the corresponding two study phases and 
multiple data collection systems, the findings are presented in two separate 
chapters. The first study phase, a context inquiry addressing the first research 
question, is the focus of Chapter Six. The second study phase, the co-design focus 
groups addressing the second research question, is the focus of Chapter Seven. 
Chapter Six includes findings regarding patients’ and carers’ demographic and 
themed information as captured in the semi-structured interviews, and findings 
from the patient care record audit. Findings from the context inquiry presented in 
Chapter Six further include healthcare practitioners’ demographic information and 
themed information ascertained from the semi-structured interviews. Chapter 
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Seven reports findings regarding co-design focus group participants’ demographic 




How Do Users Experience Transitional Care? 
Findings from a Context Inquiry 
Findings in this chapter address the first research question: 
How do users, including patients and carers, and healthcare practitioners, 
experience discharge and transitional care for older people and their 
carers/families across the trajectories of acute, sub-acute and community 
care? 
Findings are presented in relation to patients and carers including demographic and 
themed information from the semi-structured interviews and findings from the 
patient care record audit. This is followed by presentation of the findings regarding 
healthcare practitioner participants including demographic information and themed 
information from the semi-structured interviews.  
Demographic Characteristics of Patients and Carers 
A total of 59 people agreed to be contacted by telephone about participating in a 
semi-structured interview at home following their hospital discharge. These people 
were recruited from an acute medical ward (acute ward) and a Geriatric Evaluation 
and Management (GEM) ward providing in-patient rehabilitation for older people. 
Ward-based nurses provided the student researcher with the date of hospital 
discharge and location of discharge for all people who agreed to be contacted. Of 
the 59 people initially recruited, 17 (28.8%) were either transferred to another ward 
in the health network or placed in a residential aged care facility. The remaining 42 
people (71.2%) were contacted by telephone at least one week following hospital 
discharge home to ascertain continued interest in participation and to set a date for 
the face-to-face interview. Nineteen patients (32.2%) agreed to be interviewed and 
1 patient (1.7%) agreed for their carer to be interviewed on their behalf. The 
remaining 22 people (37.2%) declined to be interviewed for a range of reasons: 
being too unwell to participate (n=7, 11.9%); lack of interest (n=8, 13.6%); and no 
time (n=3, 5.1%). In addition, 4 people (6.8%) were unable to be contacted by 
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telephone. People who participated in interviews were compared on age and 
gender with those who declined. Following one-way between-groups analysis of 
variance to compare groups on age, there was no statistically significant difference 
at the p < .05 level: F(1,63) = 1.904, p = .172. A chi-square test for independence 
with Yates’ continuity correction suggested no significant difference between 
people who agreed to be interviewed and those who declined and gender, Χ2 (1, 
n=65) = .31, p = .58, phi = −.10. 
People who agreed to be interviewed were invited to nominate their informal 
(unpaid) carer to participate. A total of 20 interviews were conducted with 26 
patients and carers, 19 in the home of the patient and 1 interview in a café at the 
request of the carer. The average length of time between the date of hospital 
discharge and the interview at home was 25 days (SD 20.7 days, range of 8 to 88 
days). On average, interviews were 37 minutes in length (SD 10.6 minutes, range of 
17 to 60 minutes). Participants were aged on average 78.9 years (SD 10.8 years, 
range 45 to 94 years) and 16 (61.5%) were female.  
With participants’ permission, patients and carers were interviewed together about 
their experiences of discharge and transitional care. A total of 13 interviews were 
conducted with the patients without a carer, 6 interviews were conducted with the 
patients and their carers and 1 interview was conducted with the carer only; where 
only the carer was interviewed, the patient reported feeling too fatigued to 
participate. Nineteen patients and 7 carers were interviewed. Of these, 12 patients 
and 6 carers were recruited from the acute ward and 7 patients and 1 carer were 
recruited from the GEM ward.  
Demographic information about patients and carers is presented separately. On 
average, patients (n=19) were aged 82.6 years (SD 6.6 years, range 72 to 94 years) 
and 11 were female (57.9%). Most patients (n=16, 84.2%) spoke English at home. 
Other demographic data about patients are presented in Table 2. Carers (n=7) on 
average were aged 68.9 years (SD 14.1 years, range 45 to 88 years) and 5 (71.4%) 
were female. Most carers (n=5, 71.4%) spoke English at home. Other demographic 
data are presented in Table 3. 
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Table 2 
Demographic Characteristics of Patients (n=19) 
Demographic information Frequency (%) 
Country of birth 
Australia 10 (52.6) 
Netherlands 3 (15.8) 
Other 6 (31.6) 
Occupation before retirement 
Clerical 5 (26.3) 
Business 3 (15.8) 
Nursing 3 (15.8) 
Other 8 (42.0) 
Receives old age pension 
Yes 16 (84.2) 
No 3 (15.8) 
Has informal carer 
Yes 19 (100) 
No 0 (0.0) 
Carers’# relationship with the person 
Spouse 5 (26.3) 
Daughter/son 12 (63.0) 
Other 2 (10.5) 
Lives alone 
Yes 13 (68.4) 
No 6 (31.6) 















Table 3  
Demographic Characteristics of Carers (n=7) 
Demographic information Frequency (%) 
Country of birth 
Australia 5 (71.4) 
Other 2 (28.6) 
Occupation (current or prior to retirement) 
Home duties 3 (42.9) 
Business 2 (28.6) 
Personal care attendant 2 (28.6) 
Receives old age pension 
Yes 5 (71.4) 
No 2 (28.6) 
Carer lives with the person  
Yes 5 (71.4) 
No 2 (28.6) 
Carer lives alone 
Yes 2 (28.6) 
No 5 (71.4) 
Semi-Structured Interviews: Patients’ and Carers’ 
Perspectives 
In accordance with the arguments presented in Chapters Two and Three, user 
experience is the principal form of knowledge driving the study. I understand user 
experience in transitional care from a constructivist standpoint as how the user 
feels and thinks about transitional care while they are using it (Bate & Robert, 
2007). Alongside this view, I include a theoretical understanding of experience in 
the world informed by Heidegger’s (2008) Hermeneutic Phenomenology. Hence, 
user experience in transitional care is considered a social process. This is because 
transitional care contexts shape users’ interpretations of the meaning of their 
experiences, and users’ interpretations of the meaning of their experiences can in 
turn shape the social world relevant to transitional care. To reiterate from Chapter 
Three, the social process of user experience in transitional care (the social process) 
formed the principal meaning unit for qualitative data analysis. 
 106 
Following thematic analysis of the audio-recordings and transcripts of semi-
structured interviews with patients and carers, six main themes that describe their 
experience of transitional care have been identified: 
The social process, in the form of a need and a problem to be solved:  
(1) Needing to become independent 
The social processes that participants used in response to the need and problem:  
(2) Supportive relationships with carers 
(3) Caring relationships with healthcare practitioners 
(4) Seeking information 
(5) Discussing and negotiating the transitional care plan 
(6) Learning to self-care 
Needing to Become Independent. 
 All patient participants described the problem of needing to become independent. 
They all noted that they were independent adults who had been dependent on 
others for care in hospital and continued to require support from family, friends and 
community-based healthcare practitioners at home. Some patients perceived that 
they were independent adults across their lifespan, yet they needed to adjust and 
adapt to being slower following their hospitalisation. Some participants aligned 
being dependent in hospital with being confined and incarcerated. Other 
participants reported that being at home was freedom. Most patients stated that 
they valued their independence and wanted to return to independence at home as 
quickly as possible after being in hospital. According to Gwyn, a patient from GEM: 
Coming home [is the most important thing], you are in your own 
routine. You can do what you like and everything … I’m 
independent. I want to do as much as I can. 
All participants described their hospital discharge as part of their overall experience 
in hospital. They described their experience in hospital as being dependent on 
healthcare practitioners for care and treatment, which they perceived was 
necessary. All patients reported a range of health problems and symptoms that 
resulted in their admission to hospital and in their dependence on healthcare 
practitioners for care, including falls, infections, weight loss, fatigue, shortness of 
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breath and difficulty walking. Most participants were satisfied with their hospital 
experience and the care they received. They valued the kindness and attention of 
the nurses and receiving quality medical treatment that supported them to recover 
their health and independence. Many participants perceived that their healthcare 
practitioners were interested in them as people and they valued this. As Linda, a 
patient from GEM, explained, “I didn’t feel like a patient, I just felt like a human.” 
Supportive Relationships with Carers. 
All patient participants emphasised that supportive relationships with carers during 
their illness and recovery assisted them to manage their dependence associated 
with being hospitalised and their need to become independent following their care 
transition to home. According to all participants, supportive relationships with 
carers including spouses, family, friends and neighbours assisted them in their 
recovery at home after hospital discharge and assisted them to become 
independent with support. Most patients explained that supportive relationships 
with carers were reassuring for them. All participants explained supportive 
relationships with carers in terms of three sub-themes:  
1. Practical support 
2. Emotional support and reassurance 
3. Carer support preventing readmission 
Practical support. 
All patients described supportive relationships with carers in terms of practical 
support including assistance with safety at home, personal care, self-management 
and transportation. As stated by Ron, a patient from acute care, “My daughter 
picked me up [from hospital at discharge] and that relieved me of any anxiety 
whatsoever.” Most participants noted that they trusted family and friends to check 
on their welfare at home. All participants explained that family, particularly 
spouses, supported the person in managing activities of daily living, including 
showering and housekeeping, managing urinary catheters and managing 
medications. According to most patients and carers, the person was independent 
with the support of their family and carers. Some participants noted that family and 
friends assisted the person to make their home environment safer by decluttering 
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to reduce falls and tripping risks, and by assisting to organise aids and equipment 
for home, including bathroom aids for safe showering and toileting. Most 
participants commented that family and friends assisted with medication 
management at home by suggesting dose-administration containers, such as blister 
packs, from the local chemist. Many participants considered that family supported 
the person to self-manage diabetes by being available for problem-solving and 
setting up instruction sheets to guide managing hypoglycaemic episodes. According 
to Marion, a patient from the acute ward:  
You just dial up your dosage [of insulin] and your needles are so 
small these days … My other daughter, the daughter that’s a 
nurse, she’s a diabetic educator so she keeps me on the straight 
and narrow.  
Emotional support and reassurance. 
In addition to practical forms of support, all participants reflected that family and 
friends provided emotional support and reassurance. Many patients explained that 
being dependent in hospital was a traumatic experience and reduced their 
confidence in their independence, whereas being at home with the support and 
encouragement of family and friends assisted them to feel reassured and secure 
and to regain confidence in their independence. Some participants noted that 
family and friends provided reassurance by supporting the person to return to their 
former routines and by encouraging them to accept formal supports at home such 
as housekeeping and personal care support for assistance with activities of daily 
living. One patient, Michael from GEM, emphasised the emotional support that he 
had experienced from his family following his transition home, which coincided with 
the death of his wife: 
I’ve not wanted for anything. And of course the kids were up here 
and they spent a couple of days working on what music and what 
to say, and the funeral. So I had company all of that time, pretty 
well full-time. They are marvellous, absolutely. I don’t know what 
I would have done [without them]. 
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Carer support preventing readmission. 
According to all participants, supportive relationships with carers were essential for 
the person to remain at home and become independent either with or without 
continuing formal home support after hospital discharge. Two participants, Gemma, 
a carer, and Peter, a GEM patient, commented that their family members struggled 
to provide support due to their own health difficulties and this contributed to 
readmission to hospital. As Gemma explained: 
We [she and her sibling] do our very best, extraordinarily so, but 
I’m not going to be able to keep it up. You’ve seen my mobility, it 
isn’t brilliant and it’s getting [worse], well, that’s why I am doing 
rehabilitation. And so in not discharging thoughtfully they have 
frequent flyers [Gemma’s mother had been admitted to hospital 
four times in the previous 12 months]. 
Most participants agreed that family support is crucial to preventing readmission to 
hospital. One GEM patient, Peter, expressed disappointment and frustration 
because he had been readmitted to hospital as his elderly sibling was not able to 
assist him at home and community services could not attend to his care needs at 
home in a timely manner (there was a two-week wait for community services) due 
to a lack of resources: 
My sister was here, which to me put a bit of an unfair burden on 
her. They were expecting her to do virtually everything. I think 
they actually sent me home too early [he was readmitted within 1 
week of discharge]. 
Most participants emphasised that they valued supportive relationships with carers, 
who assisted them to manage their dependence associated with illness and 
hospitalisation and recovery and return to their independence at home.  
Caring Relationships with Health Practitioners. 
All patients and carers discussed the importance of caring relationships with 
healthcare practitioners, as these relationships assisted them to become 
independent in their care transition from hospital to home. Participants explained 
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the value of caring relationships with healthcare practitioners in supporting the 
return to independence at home in terms of three sub-themes:  
1. Feeling cared for as a person 
2. Feeling included and respected 
3. Experiencing consistent and reliable transitional care  
Feeling cared for as a person. 
All participants commented that, in their experience, caring relationships with 
healthcare practitioners supported their confidence to regain independence at 
home. They stated that nurses and medical practitioners who were friendly and 
helpful, and who explained care interventions and discharge and transitional care 
plans promoted a sense of being cared for as a person, and this supported their 
confidence and return to independence at home. For this reason, all participants 
valued feeling cared for as a person by healthcare practitioners in hospitals and in 
the community. According to many participants, nurses in the hospital including 
PAC nurses and ward nurses from the GEM unit, provided follow-up phone calls to 
check how they were managing after discharge home, monitor the effectiveness of 
follow-up supports and identify any additional care needs. This was valued because 
they felt cared for as a person and it supported their sense of confidence in being at 
home. Most participants reported feeling cared for as a person when they were 
able to say goodbye at discharge, as stated by Michael from the GEM ward:  
After ten weeks, the nurses, I almost got to know them 
personally, all of the nurses and staff. And when I was being 
wheeled out in the wheelchair to go, I passed their room and 
there were ten or twelve of them having their morning tea, and 
they all stood up and waved. 
Michael became teary when reflecting on this experience. It appears that 
the relationship he had developed with staff over many weeks in hospital 
was meaningful to him. 
Some participants described negative experiences of caring relationships and poor 
care interactions with health practitioners that resulted in uncoordinated and ad 
hoc transitional care. They perceived that when nurses and medical practitioners 
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involved in their care transition did not introduce themselves and they did not know 
the identity of the healthcare practitioner, this resulted in an uncoordinated care 
transition. They further perceived that a lack of continuity of medical practitioners 
and interactions with multiple medical practitioners who did not introduce 
themselves, and did not explain their medical diagnoses or their continuing 
treatment, limited their trust in medical practitioners. This was because they did 
not know who the different medical practitioners were or how they were 
attempting to assist them. Some patients and carers commented that medical 
practitioners did not listen to their accounts of symptoms and made decisions 
about discharge medications without understanding the treatments and 
medications prescribed by other medical practitioners. They reported that this 
contributed to poorly coordinated discharge and transitional care, and resulted in 
them feeling not listened to and not included in their care. According to one carer, 
Gemma, nurses and medical practitioners did not listen to the family’s concerns 
about the person during discharge and transitional care over several years, despite 
frequent hospital admissions in acute care. This resulted in difficulty accessing aged 
care and an assessment from a geriatrician. Gemma appeared to feel frustrated 
with the healthcare that her mother had received: 
She’s had a GEM assessment [organised by the family following 
the recent hospital discharge] and finally someone said, ‘Your 
mother’s demented.’ Hallelujah! But how come family can be 
saying it for two years and not another soul believes it? 
Several participants reported their perceptions of uncaring transitional care to 
home, including no follow-up services in place and intravenous tubing remaining in 
the person’s arm. According to two participants, family and friends were asked to 
pick up the person in the evening following administration of blood products. They 
noted that this would have resulted in discharge to home alone, with no food in the 
house, to the care of a spouse with dementia. They perceived that as uncaring, 
unsafe and uncoordinated discharge. Grace, a patient from the acute ward who 
lived at home on her own, reflected:  
Well, they said I was going home, going home, all day. And then it 
got to when the blood didn’t get in there. Then they said, ‘Oh, it 
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will only take three hours and you’ll be able to go.’ [My carer] got 
onto a [nurse] and she said she’s definitely not going to pick her 
up to take her home to an empty house in the dark at that time of 
night after she’s just had the blood.  
Feeling included and respected. 
All participants perceived positive caring relationships with health practitioners 
when the person’s and carer’s needs and wishes were considered and included in 
transitional care. They stated that this supported their return to independence at 
home because they had been listened to as a person. All carers valued medical 
practitioners and nurses listening to and respecting the wishes of the patient 
regarding their hospital discharge, as explained by Paul, a carer of a patient from 
the acute ward: 
We wanted him to stay another night. We didn’t think that he was 
well enough. But he was keen to get home and have a decent 
sleep. So that’s okay. That’s good that they respected his wishes. 
Most patients and carers explained that they felt respected when they were 
included in discussion about medical treatment in hospital, and experienced 
continuing care and follow-up after hospital discharge. They perceived that their 
needs and wishes were considered and respected when they were informed of the 
time and date of their discharge, and when they had time to leave the hospital bed 
without feeling rushed. Some patient and carer participants commented that they 
were required to wait for their discharge from hospital, due to waiting for test 
results, medication or transport. When the need to wait was explained to them and 
when they perceived that the reason to wait was important to their healthcare, 
they accepted this.  
According to some patients, when healthcare practitioners did not include them in 
discussion about their progress and discharge, or did not share health information 
with them or listen to them, they felt that their needs were not considered. They 
described this as uncaring relationships with healthcare practitioners. Moreover, it 
was perceived that important information was missed, including symptoms 
suggesting a potential urinary tract infection, memory problems and limited carer 
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availability for ongoing support at home. This was reported as contributing to their 
experience of increased stress in the care transition and mistrust of healthcare 
practitioners, and it further reduced their confidence in returning to independence 
at home. On several occasions, some participants reported that they felt rushed to 
exit their bed quickly at discharge and this resulted in them feeling uncared for as a 
person. This was a less than ideal experience; for example Fay, a patient from the 
acute ward reflected: 
It wasn’t a very happy ending to the stay in hospital. Overall, I had 
been well treated. But this mad rush at the last half-hour to get 
me out of the bed and out of the ward down to the transit 
lounge! 
Experiencing consistent and reliable transitional care. 
All participants reported that they needed to experience reliable and consistent 
transitional care to assist them to know what to expect, to plan their day and to feel 
reassured and confident in their transitional care. They explained that this further 
supported them to regain their independence at home following hospital discharge. 
Many participants described that care continuity with healthcare practitioners was 
important for their perception of coordinated and consistent transitional care. Care 
continuity resulted when different nurses in hospital and at home conducted 
nursing care in the same way. They also described other positive experiences of 
care continuity in their transitional care: pharmacists providing consistent 
information and education regarding discharge medications; and follow-up home 
visits as planned from all services including PAC, HITH, district nursing, allied health 
and housekeeping support from local councils. Most participants described valuing 
care continuity from their GP, whom they trusted to explain what happened to 
them in hospital. This support was described as trustworthy and assisted them to 
know what to expect in their recovery. One patient, Peter from the GEM ward, 
noted that consistent and reliable support in the community was particularly 
important to him because this meant that the same supports would be available for 
him in future. He explained that he had a life-limiting illness and would require 
palliative care at home over the next few months: 
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It’s quite encouraging really [support from community 
practitioners]. Because it means that there is help there that you 
can call on, which is important because eventually my cancer is 
going to take over. 
All participants further described their experiences of consistent and reliable care 
transitions from hospital to home in terms of transport from hospital to home 
which was on time, discharge medication and delivery of equipment arriving in a 
timely manner, and reassurance from hospital staff that the person could return to 
hospital if required.  
Seeking Information. 
In order to become independent at home following hospital discharge, most 
participants sought information about their medical diagnoses and treatments. 
They wanted to know what changes had been made to their medications and the 
reason for these changes. When the patient was too unwell to seek this information 
during their acute illness, their carer wanted to know this information on their 
behalf. Most participants expected medical practitioners to share this information 
with them during the hospital admission; however, this did not always occur. All 
participants receiving care from the GEM ward noted they had been kept well 
informed of their medical diagnoses and changes in their medications. All 
participants reported that they valued information from the ward pharmacist 
regarding the nature and purpose of their discharge medications. 
According to some participants, information about medical diagnoses, treatments 
and medications became more problematic when many medical practitioners were 
involved in their care. Some participants thought they should have asked more 
questions of the medical staff, but they did not know what questions to ask. Several 
participants perceived that doctors did not believe older people were capable of 
comprehending medical information, which resulted in doctors providing limited 
medical information to older adults. Many participants asked nurses for information 
about their health with regard to nursing assessments such as measurement of vital 
signs, but some nurses did not provide that information.  
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According to all patients and carers, the GP was an essential source of information 
about medical diagnoses, treatments and changes in medications in hospital. They 
noted that their GP relied on an accurate and timely discharge summary in order to 
explain this information. Many participants valued GPs who made time to explain, 
clarify information in the discharge summary and answer their questions about 
recovery and rehabilitation at home. For example Max, a carer from the acute 
ward, said:  
When we saw our GP yesterday, she described in great detail 
exactly the significance and the severity of a bug in the blood if it 
was coming from the bladder. So we got more out of our GP in 
five minutes than we got out of the doctors in the hospital in eight 
days. 
Discussing and Negotiating the Transitional Care Plan. 
Many participants reported discussing and negotiating their transitional care plan 
with healthcare practitioners and that this assisted them in regaining their 
independence once at home. They discussed their wishes regarding their care 
transition including continuing supports and follow-up care at home. Some 
participants reported that they wanted to be discharged in the evening so that their 
family could pick them up without having to take time off work. They valued being 
able to discuss and negotiate this with medical staff. Several participants declined 
follow-up care at home because they considered they did not require this. They also 
valued being able to discuss and negotiate this with medical and nursing staff 
during their hospital discharge, and being reassured that they could contact the 
hospital if they needed to do so after discharge. John, a patient from the acute 
ward, reflected on valuing being listened to by medical staff and feeling reassured 
that he could contact the hospital if he needed to following his return home: 
They did offer me Hospital in the Home. And I said, ‘Look, I think 
that I’m going to be okay.’ And they conferred and the doctor 
said, ‘We’ll put you on oral antibiotics and that should be okay. 
But if you have a problem, you contact us straight away.’ So there 
was back up from that point of view. 
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Several carers perceived that they negotiated the time and date of hospital 
discharge, and the location for the care transition. Two carers declined hospital 
discharge on behalf of the person, as they perceived that it was not safe to send the 
person home late at night. These carers noted their frustration with healthcare 
practitioners who did not think about the situation that the person was returning to 
at home. Peter considered how a family member had negotiated in-patient 
rehabilitation for him instead of in-patient respite and he was grateful for his 
niece’s support:  
When they’d agreed that rehabilitation was the thing and then 
this other doctor comes wandering in and starts saying ‘No, no, 
no, that’s not going to happen’. And starts talking about respite 
care. I’m thinking, that doesn’t sound awfully helpful. That was 
when my niece took control of the situation. 
Learning to Self-Care. 
In being discharged and transitioned from hospital to home, all participants 
perceived that they engaged in learning to self-care in order to become 
independent. All participants noted that they were challenged to recover their 
independence during care transitions given their long-term health difficulties and 
chronic disease. They explained that they learned to self-care complex medication 
regimes, long-term appliances and devices such as stomas and urinary catheters, 
and challenging symptoms, and they learned to conduct and interpret self-test 
results such as blood glucose levels. All participants described learning to self-care 
in terms of three sub-themes: 
1. Formal self-care education from healthcare practitioners 
2. Learning by observing healthcare practitioners 
3. Discovering available resources 
Formal self-care education from healthcare practitioners. 
According to some participants, hospital and community-based healthcare 
practitioners provided formal education regarding self-care of long-term health 
issues as relevant to the person. Participants noted that education in the acute 
ward was focused on management of more technical aspects of self-care after 
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discharge such as care of indwelling urinary catheters. All participants who had 
received care in the GEM ward also commented that they received education about 
technical aspects of self-care when necessary and received education focused on 
continuing rehabilitation in their care transition to home. Some participants 
reported that hospital staff, including nurses and occupational therapists, advised 
them about the need for frequent rests to counteract fatigue following hospital 
discharge. According to many participants, hospital- and community-based nurses 
provided education about leg care for older people with cellulitis and chronic leg 
ulcers, self-care of diabetes, self-care of urinary catheters and colostomy 
management. All participants valued discharge medication education from the ward 
pharmacists. Max, a carer from the acute ward, illustrates this in the following 
comment: 
I suppose really that at the actual point of discharge, the 
communication from the pharmacist and the list or your 
medications that you are presented with on discharge is excellent. 
All participants described that education from the ward pharmacists included 
support regarding appropriate dose-administration containers such as blister packs 
and explanation of medicines using clearly printed tables displaying their discharge 
medication regimes. Some participants noted that education from ward 
pharmacists emphasised correct use of inhalant medicines (puffers and spacers) 
and consideration of unwanted side effects. According to many participants, 
community pharmacists also provided education support that reinforced 
explanations provided by ward pharmacists and they thought this was helpful.  
Some participants considered that allied health practitioners also provided 
important self-care education. Participants receiving care from the GEM ward noted 
that this was particularly focused on continuing rehabilitation at home after 
hospital discharge. Some participants commented that dieticians provided helpful 
education, including written material regarding quality nutrition to support 
recovery after discharge. Many participants noted that physiotherapists and 
occupational therapists also provided helpful education regarding continuing 
exercises at home to strengthen mobility and function and be safe in the home. 
Education from physiotherapists and occupational therapists included written 
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memory prompts regarding exercise regimes and how to use aids and equipment at 
home.  
Many participants explained that nurses on the acute medical ward routinely 
provided written patient discharge information. Some people found this helpful to 
their self-care learning. Other people noted that this written information was not 
helpful as it was very general and non-specific. Some older people commented that 
education from allied health regarding the use of aids and equipment in the home 
was not helpful because use of this equipment was self-evident. Gerald, a patient 
from the acute ward, shared his experience: 
Gerald: The OT [occupational therapist] gave me a walking stick 
and a seat for the toilet that I can leave there, that’s all of the aids 
that I needed. 
Paul (carer, son): Did they tell you how to use it? 
Gerald: Oh goodness! It’s obvious, it goes without saying! It’s like 
telling me how to use a walking stick [laughs]. 
Some patients and carers noted that they did not remember receiving substantial 
discharge and transitional care education from healthcare practitioners. With no 
support from healthcare practitioners in hospital or general practice, Gemma, a 
carer from the acute ward, arranged a dose-administration container for her 
parent, who was not able to manage medications at home. Some participants 
commented that they were unaware of side effects of dizziness related to blood 
pressure medication that they were taking. Margaret, a patient from the acute 
ward, expressed surprise about feeling fatigued on her return home, as she was not 
expecting this following her illness. 
Many participants explained their experience of learning to self-care by consulting 
with their GPs in an ongoing manner about adapting care routines to control 
symptoms. They learned about the reasons for changes in their medication after 
discharge from their GP. Some participants living with diabetes noted that their GP 
supported their learning in regard to continued monitoring and interpretation of 
blood glucose levels in relation to diet and activity. They perceived that they 
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collaborated with their GP to learn how to make the best decisions for their self-
care in relation to living with diabetes and a good quality of life. 
Learning by observing healthcare practitioners. 
Some participants described closely watching nurses in hospital giving insulin 
injections, checking their blood glucose levels, managing their urinary catheters 
including changing urine-collection bags, and managing their stomas. In this way, 
they considered that they learned how to manage these more technical aspects of 
their self-care. Participants explained that observing nurses conducting their care 
also provided opportunities to ask specific questions further supporting self-care 
learning. This was the experience of Michael, a patient from the GEM ward: 
I knew about attaching the night bag and all of that from watching 
them [the ward nurses]. So one of the district nurses changed it a 
couple of times and then I said, ‘Look, you can spend your time 
better elsewhere, I’m quite capable of doing it. 
Discovering available resources. 
According to many participants, learning self-care also involved discovering 
resources, such as services and supports, which were available to them in the 
community. These participants explained that they discovered available resources 
when they engaged in questioning and discussion with healthcare practitioners, and 
with other people including carers, family and friends, about what services were 
available at home. In this way, they learned about their options for in-home acute 
care and supports over the short and long term, for example those provided by the 
HITH and PAC programs, Community Rehabilitation Program, Palliative Care 
Program, and councils. According to many participants, in-home care and support 
services included continuing rehabilitation from allied health practitioners, care 
from registered nurses, and assistance with housecleaning, meals, shopping and 
personal care. Some patients and carers explained that they felt confident in 
community services when other people and carers in similar situations had 
recommended them. Many patients and carers valued advice from healthcare 
practitioners about how to access community supports for themselves. Marion, a 
patient from the acute ward, explained:  
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I think I’m treated far better here than, say, a friend I’ve got up in 
[name of another hospital]. Now whether that’s because she 
doesn’t make it her business to find out about it. Whether her 
doctors don’t tell her about it? I mean, she didn’t know about the 
five free visits that you can have to your health practitioner for 
assistance, which [name of her GP], she had me on years ago. It 
was only perhaps the last twelve months that I’ve told my friend 
that I go and I can have physiotherapy in conjunction with my 
podiatrist and in conjunction with my diabetic specialist. You get 
five free visits, which is wonderful. 
Themes and sub-themes reflecting patients’ and carers’ perspectives in relation to 



















Figure 5. Patients’ and Carers’ Perspectives of their Transitional Care Experiences 
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Patient Care Record Audit 
To ascertain the frequency and type of recorded information about their discharge 
and care transition, an audit of patients’ care records was conducted with the 
permission of participants. The audit of all patient care records was conducted 
following completion of the semi-structured interviews. Health professionals 
(medical practitioners, registered and enrolled nurses/licensed to practice nurses, 
allied health practitioners) employed within the health network who had provided 
care had recorded this information. All patients interviewed agreed to the audit of 
their patient care record (n=19). Information was collected pertaining to the 
hospital admission and discharge when the person was recruited to the study. The 
average length of the hospital admission was 12.8 days (SD 11.4 days, range 3 to 41 
days). The number of overnight admissions to a hospital in the participating health 
network in the 12-month period prior to the person’s recruitment to the study was 
on average 1.8 admissions (SD 1 admission, range 1 to 4 admissions). The 
distribution of medical diagnoses recorded in the patient care record is presented in 
Table 4. The distribution of health problems at hospital discharge is presented in 
Table 5. 
Discharge summaries were completed for 17 (89.5%) cases. The average time lapse 
between hospital discharge and sending the discharge summary to the person’s GP 
was 2.6 days (5.8 days, range of 1 to 25 days). Of the two patients without 
completed discharge summaries (one from the acute medical ward and one from 
the GEM ward), one person did not have a GP and the second had no discharge 
summary on file. The distribution of recorded discharge and transitional care 










Table 4  
Medical Diagnoses among Patients (n=19) 
Health information Frequency (%) 
Reason for hospital admission* 
Rehabilitation  7 (36.8) 
Infection 14 (73.7) 
Other 11 (57.9) 
Chronic health conditions+ 
Hypertension 14 (73.7) 
Cardiovascular disease 12 (63.2) 
Diabetes (Type 1, Type 2) 9 (47.4) 
Cancer 7 (36.8) 
Prostate disease 5 (26.3) 
Osteoarthritis 5 (26.3) 
Chronic obstructive airways 
disease 
4 (21.1) 
Chronic leg ulcers 3 (15.8) 
Past stroke 3 (15.8) 
Visual impairment 3 (15.8) 
Depression 3 (15.8) 
Memory loss 2 (10.5) 
Other 10 (52.6) 
*Multiple (more than one) reasons for admission were recorded for n=16 participants 
+Multiple (more than one) chronic health conditions were recorded for all (n= 19) participants 
 
Of the 12 patient care records reviewed for people recruited from the acute 
medical unit, 10 contained written discharge instructions (see Table 7). Nurses and 
allied health practitioners provided written instructions to support education. 
All participants receiving care through the GEM ward (n=7) received rehabilitation. 
This was coupled with provision of self-care information leaflets when relevant and 
as part of an individualised rehabilitation program. The information leaflets were in 
relation to falls prevention, relieving pressure areas and sourcing mobility aids; 
management of diabetes; management of urinary catheters and colostomies; and 
management of insomnia. One person recruited in the GEM ward who required 
further oncology treatment was provided with instructions regarding their 
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numerous outpatient appointments. These instructions included specific 
information about returning to hospital in the event of an elevated temperature, 
lethargy and influenza-like symptoms.  
Table 5  
Health Problems/Aids at Hospital Discharge Among Patients (n=19) 
Health problems  Frequency (%) 
Mobility difficulties at hospital discharge 
Recorded 7 (36.8) 
Not recorded 12 (63.2) 
Mobility aid at hospital discharge 
Recorded 10 (52.6) 
Not recorded 9 (47.4) 
Urinary catheter  
Recorded 3 (15.8) 
Not recorded 16 (84.2) 
Colostomy 
Recorded 1 (5.3) 
Not recorded 18 (94.7) 
Palliative care 
Recorded 2 (10.5) 




Table 6  
Recorded Discharge and Transitional Care Information (n=19) 
Discharge and transitional care information Frequency (%) 
Transitional care assessment by discipline/program  
Nursing 16 (84.2) 
Pharmacy 10 (52.6) 
Physiotherapy/occupational therapy 13 (68.4) 
Medicine 8 (42.1) 
Social work 8 (42.1) 
Dietician 8 (42.1) 
Post-Acute Care program* 9 (47.4) 
Aged Care Assessment Service/podiatry 6 (31.6) 
Transitional care planning by discipline/program  
Pharmacy 12 (63.2) 
Physiotherapy/occupational therapy 14 (73.7) 
Medicine 9 (47.4) 
Social work 6 (31.6) 
Nursing 7 (36.8) 
Post-Acute Care program* 9 (47.4) 
Aged Care Assessment Service 5 (26.3) 
Dietician/podiatry 5 (26.3) 
Self-management care   
Medication management 19 (100.0) 
Health teaching 16 (84.2) 
Diabetes teaching 3 (15.8) 
Follow-up plan recorded  
Recorded 16 (84.2) 
Not recorded 3 (15.8) 
Continuing care referrals (ward to program/practitioner)  
GP 17 (89.5) 
Council (home help, Meals on Wheels) 10 (52.6) 
Post-Acute Care* 9 (47.4) 
Hospital In The Home 1 (5.3) 
Community care package 1 (5.3) 
Community Rehabilitation Program (for allied health 
at home) 
5 (26.3) 
Community palliative care service 2 (10.5) 
*Includes assessment, planning and referrals to community nursing services, personal care, 
housekeeping and meal services   
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Table 7  
Recorded Discharge Instructions in the Acute Ward (n=10) 
Discharge instructions/information leaflet Frequency (%) 
Recommended activity  
Return to normal activity/activity as tolerated 10 (100.0) 
How to pace daily activities 1 (10.0) 
Medication management  
Take medications as prescribed/as directed 10 (100.0) 
Complete full course of antibiotics 1 (10.0) 
Diet and fluid intake  
Eat well balanced diet 1 (10.0) 
1.2 L fluid per day 1 (10.0) 
Leaflet ‘Improving your nutrition’/ High protein 
foods 
2 (20.0) 
Management of further symptoms  
Return to hospital 7 (70.0) 
Contact GP 6 (60.0) 
Follow-up care and appointments  
Post-Acute Care program (specific planned care 
noted) 
1 (10.0) 
See GP within 1 week 6 (60.0) 
See GP within 2 weeks 1 (10.0) 
See GP for routine check-up (nil time frame 
recorded) 
1 (10.0) 
Hospital to send appointment information 
(outpatients appointments, pending surgery) 
3 (30.0) 
Demographic Characteristics of Healthcare Practitioners 
A total of 48 health practitioners were interviewed about their experiences of 
providing discharge and transitional care to older people and carers across the 
trajectory from hospital to home. Interviews were on average 26 minutes in length 
(SD 12.7 minutes, range of 6 to 56 minutes). When the interview was only 6 
minutes in duration, the healthcare practitioner had very limited time available as 
they were called away to attend to patients. In accordance with ethnography 
approaches, most interviews were conducted face-to-face in the workplace/clinical 
setting (n=43, 90%). The remaining participants were interviewed in a private office 
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in the University due to limited available office space for practitioners employed at 
the community nursing service. One practitioner in private practice was interviewed 
by telephone. On average, participants were aged 44 years (SD 11.6 years, range 23 
to 64 years), 40 (83.3%) were female. Most participants (n=38, 79.2%) spoke English 
at home. Most participants had at least a Bachelor’s degree. Participants were 
multidisciplinary and just over half were RNs. Thirty-three participants were 
employed at a large public health network and they had been employed in their 
current roles for an average of 6 years (SD 6 years, range 8 months to 25 years). 
Participants were employed across a range of in-patient and community settings 
and programs with an acute, sub-acute or community-based and primary care 
focus. Table 8 presents participants’ demographic characteristics.  
Table 8  
Demographic Characteristics of Healthcare Practitioners (n=48) 
Demographic information Frequency (%) 
Country of birth  
Australia 37 (77.1) 
UK 2 (4.2) 
India 2 (4.2) 
Other 7 (14.5) 
Highest qualification  
Diploma (TAFE) 3 (6.3) 
Bachelor 31 (64.6) 
Graduate Certificate 6 (12.5) 
Graduate Diploma or Master’s 8 (16.7) 
Discipline  
Registered nurse 25 (52.1) 
Social worker 8 (16.7) 




Enrolled nurse 2 (4.2) 
Other allied health 2 (4.2) 
Employer  
Large public health network 33 (68.8) 
Community nursing service 7 (14.6) 
 128 
Aged care case management 
service 
6 (12.5) 
Private practice 2 (4.2) 
Current role  
Registered nurse  23 (47.8) 
Case manager 8 (16.7) 
Allied health practitioner 8 (16.7) 
Medical practitioner  7 (14.6) 
Enrolled nurse (licensed to 
practice nurse) 
2 (4.2) 
Participants by ward/program  
Acute medical ward 12 (25.0) 
Hospital in the Home 2 (4.3) 
GEM ward 8 (16.7) 
Aged care consultancy and 
triage team 
3 (6.2) 
Post-Acute Care (PAC) 4(8.3) 
Transition Care Program (TCP) 3(6.2) 
Aged care case management 6 (12.5) 
District nursing 7 (14.6) 
General practice 3 (6.2) 
Semi-Structured Interviews: Healthcare Practitioners’ 
Perspectives 
As noted earlier in this chapter in the section Findings from Semi-Structured 
Interviews: Patients’ and Carers’ Perspectives, and as discussed in the theoretical 
framework (Chapter Two) and methodology (Chapter Five), the social process of 
user experience in transitional care (the social process) formed the principal 
meaning unit for qualitative data analysis. Following thematic analysis of the audio-
recordings and transcripts of semi-structured interviews with 48 healthcare 
practitioners in acute, sub-acute and community settings, five main themes have 
been identified: 
The social process, in the form of a problem requiring solving: 
(1) The pressure to get patients quickly yet safely through the system  
The social processes that participants used in response to the problem:  
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(2) Involving a multidisciplinary team 
(3) Following up in their own environment 
(4) Involving the person, engaging carers and family 
Considerations regarding service improvement: 
(5) Improvements to transitional care 
Pressure to Get Patients Quickly yet Safely Through the System. 
All healthcare practitioner participants in acute, sub-acute and community care 
described providing discharge and transitional care to older people and carers from 
hospital to home in terms of the pressure to get patients quickly yet safely through 
the system. All participants noted that this was challenging because they needed to 
provide safe discharge and transitional care within the funding limitations of their 
respective programs. Some participants perceived that this meant discharge and 
transitional care were driven by the medical model and required a task-focused 
approach. However, a medical and task-focused approach to transitional care, and 
fast discharge from the in-patient setting meant that emotional support for patients 
and family/carers was a low priority, and this limited person- and family-focused 
care. All healthcare practitioner participants in acute, sub-acute and community-
based care perceived there were considerable challenges to getting patients safely 
through the system. They explained these challenges in four sub-themes: 
1. Fast hospital discharge and transition to the right place 
2. So many systems, so many programs 
3. Disconnected transitional care 
4. It’s not enough, they re-present 
Fast hospital discharge and transition to the right place. 
All healthcare practitioners in the acute and GEM wards reported that they aimed 
to maximise bed availability and also to prevent harm to the person, including harm 
requiring return to hospital. They perceived that there was a need to discharge 
patients off the ward as quickly as possible, as well as to ensure they were 
transitioned to the right place. According to these participants, the need for patient 
flow is due to the efficiency pressures in the public health sector. They explained 
that when no beds were available, there was increased pressure from hospital 
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management to discharge patients from wards, including into sub-acute programs 
in the community. All participants within the healthcare network noted that nurses 
and medical staff providing clinical care were largely responsible for bed 
management. They agreed that each ward had targeted numbers of patients to 
discharge each day/week and that when patients were too sick to be discharged 
from the acute ward, the senior nurse needed to argue this point with 
management. Maria, a nurse from the acute ward, said: 
So on days when there are lots of unwell patients who are 
medically unstable, you might have one discharge. And you have 
Access on the phone saying, ‘Come on, who else is going home?’ 
No one is going home, they are all sick, you can’t send them 
home! 
All participants in acute care noted their focus on getting the patient medically 
stable for discharge, and on assessing and planning for transition to the most 
appropriate place for the person’s continuing care. However, most healthcare 
practitioner participants from the GEM ward and Aged care consultancy and triage 
team explained that healthcare practitioners in acute care were focused on 
responding to the acute illness. Recovery from an acute illness was considered 
complicated in regard to older adults. Healthcare practitioners from GEM and Aged 
care consultancy and triage teams reflected that many acute-care health 
practitioners had a limited understanding of these complexities and this could 
challenge transitional care for older patients. All participants working in these 
teams stressed that discharge and care transition for an older person require 
careful assessment and planning in order to avoid early readmission. They stated 
that an aged care and geriatrician focus was important in understanding the needs 
of the person and their requirements in recovering from an acute illness. This 
includes understanding how the acute illness manifests in an older person and 
results in a longer recovery period than expected in a younger adult. Chris, a 
medical practitioner from GEM, explained: 
You can tell when someone understands the needs of an older 
person as opposed to a ward that is not geared towards that … so 
I like to think that the Geriatric Evaluation and Management 
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wards or the geriatrician-run wards do that with the leadership. 
Whereas I think that surgical wards or even acute medical wards, 
whilst they have an understanding of it [aged care], the actual 
specifics, because it’s quite complicated. All the different services, 
what’s to be done from a community point of view, from a 
medical point of view. Having an interest in older people, actually 
involved in that discharge process, it works a lot better. 
All participants in community-based settings perceived that at times older people 
were discharged too early and it was a fine line between freeing up a bed and 
keeping them in hospital when they were not well enough to return home. Many 
community-based practitioner participants commented that home-based care was 
limited to the care determined by the sub-acute care program paying for it. All 
participating aged care case managers commented that they were restricted in their 
follow-up care by the budget constraints of the care package. They expressed 
frustration when this was unacknowledged by hospital-based practitioners who 
assumed that more care could be provided in the community or that community 
aged care case managers could organise transitional care while the person was an 
in-patient. Sue, an aged care case manager, reflected: 
But when we put our hands up and say, ‘No, this person is not 
safe to stay at home by themselves anymore’, there is a good 
reason. We have exhausted all of the budget that they are 
allowed to have. There are no more levels that the client [patient] 
can go to, to have more. We have exhausted all funding and other 
resource funding. 
So many systems, so many programs. 
All participants explained that service navigation was challenging because there 
were so many systems and programs. Service navigation was complicated by 
challenges in obtaining accurate assessment information by acute-care practitioners 
and in practitioners’ limited understanding of programs and their availability, 
including funding limitations. 
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Many participants reported that practitioners in acute care were limited in their 
ability to collect quality information in their assessments about the person’s 
function and situation at home before they became acutely unwell. They stated 
that this made it difficult for practitioners in sub-acute care to make decisions about 
the transitional care plan and goals, because they had limited information about the 
person’s functioning at home before they became acutely unwell. They reported 
that having multidisciplinary teams of allied health practitioners in acute care 
improved accuracy of discharge and transitional assessment and care planning, but 
that there was only a short time available for these assessments due to the limited 
length of stay for most patients. They further explained that this resulted in limited 
time for assessment of the patient’s true abilities or home situation, because the 
person was not fully recovered prior to discharge from the acute ward, and home 
assessments were not possible from the acute ward. They noted that, although the 
person and family might consider that the home situation was adequate, when 
services did conduct home visits they could discover a range of problems 
compromising the person’s safety and continued chronic disease management. 
Penny, a medical practitioner from acute care who had practised in sub-acute care 
and conducted home visits, noted: 
I walked in on him [at home during a sub-acute care visit] and he 
was at the computer, you know, he was doing some online 
gambling. And he had social issues, financial issues and family 
issues, all that sort of thing. And I suppose that a good thing from 
that perspective is that I managed to talk to him. He was also on a 
medication for dementia that had an effect of impulsive 
behaviour. So I managed to discuss him with a geriatrician. 
According to some participants, the accuracy of information would be improved if 
nurses in acute care were equipped to collect better assessment information from 
families and communicate this back to the multidisciplinary, Aged care consultancy 
and triage and sub-acute care teams.  
Most participants noted that they found the many different services and programs 
were difficult to navigate due to changing program availability, unclear program 
criteria and difficulty in understanding what each program provided. This 
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complicated the transition of the older person to the ‘right place’ and to the ‘right 
program’. Some participants noted that patients were confused about the different 
programs and services in the community. Many participants explained that a 
number of different programs could provide care for older people at home, such as 
PAC, HITH, general practice and community nursing. They commented that 
community nursing could be part of the older person’s discharge and transitional 
care plan with funding available through the PAC program or within community 
care funding. They stated that referral processes were different for PAC and 
community care programs. Some participants commented on challenges for in-
patient practitioners who did not understand the difference between community 
nursing and PAC. They stated that this was challenging for liaison and coordinator 
nurses within sub-acute care and community-based programs who needed to spend 
time providing education to ward staff about the differences in funding and referral 
criteria. Margaret, an allied health practitioner from the acute ward, explained: 
With the hospital system there are just so many systems, so many 
different programs that they are able to, that they have in the 
community. So it’s, there is just so much. So the difficulties are 
understanding what there is and what each of the different things 
provides? 
Many community-based participants noted that in-patient health practitioners 
lacked understanding and knowledge about programs in the community, funding 
restrictions to these programs and information needs of community-based 
practitioners. According to some participants, this was particularly difficult for aged 
care case managers, who noted that hospital-based practitioners had limited if any 
understanding of their role, aged care packages and budget constraints.  
Many participants commented that, although in-patient practitioners made 
referrals, the limited funding for home and community-based supports, including 
for health monitoring at home, further complicated service navigation. They noted 
that, although sub-acute care programs provided support in the home, this was 
time limited. It was reported that there were long waiting lists in some 
circumstances for personal care and home help provided through local councils, and 
this could result in the person being placed into permanent care.  
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All community-based participants and some participants from sub-acute care noted 
that service navigation in transitional care was particularly challenging with private 
hospitals. According to these participants, private hospitals had limited 
multidisciplinary team models of care and limited sub-acute care program options. 
They commented that consequently older people discharged from a private hospital 
to home were physically deconditioned and the home situation was not set up with 
aids and equipment. According to Fiona, a community nurse: 
The systems in place through public are better systems. Whereas 
you get the feeling through the private that there are not as many 
people doing discharge planning as there are in the public sector. 
And there is probably a greater push to get them out through the 
private hospital. I think that they may discharge them a bit earlier. 
They have got a little bit more support through the public, 
especially connection with aged care services and things like that. 
Most community nurse participants noted that private hospitals could send poor-
quality information in referrals, with limited equipment such as wound care 
products. All aged care case managers commented that private hospitals adopted a 
medically focused business model of care, with limited consideration of the allied 
health or aged care needs of the person in the care transition after discharge. 
According to all aged care case manager participants, private hospital practitioners 
assumed that the aged care case manager would attend to all aspects of the care 
transition. They explained that this was frustrating because they were not funded to 
provide discharge and transitional care for a person when they were in hospital.  
Disconnected transitional care. 
All participants commented on the challenges to get patients through the system 
given the disconnected transitional care between settings and programs. They 
explained that transitional care was disconnected because it was not always 
possible for all involved parties, such as the GPs, community-based practitioners 
and carers, to participate in decisions and care coordination about the transitional 
care plan with in-patient practitioners and with the person. According to most 
participants, the challenges to the exchange of accurate information and timely 
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communication between practitioners and between settings further disconnected 
care. As explained by Rachel, a nurse in sub-acute care: 
Discharge planning can go astray. Because there is a disconnect 
between acute care, GPs, primary care, carers, the whole gamut. 
We don’t have one communication tool that everybody can look 
into and be aware of where each individual patient is at. So there 
is a lot of risk involved when we start planning to get people back 
home again. 
Many participants commented on the difficulties in getting patients through the 
healthcare system and safely transitioned back into their own homes, due to 
disconnected care and problems with including all relevant practitioners in decision-
making and care coordination. All three participant GPs noted that medical 
decisions in transitional care and coordination of continuing medical care in the 
community with in-patient multidisciplinary teams was challenging because they 
did not have access to patient information held in the electronic patient 
information systems in the health network and they could not readily speak by 
telephone with treating medical staff in the in-patient setting. They explained that 
this meant they relied on timely and accurate discharge summaries for decision-
making and coordination of continuing medical treatment and care. However, 
according to these GPs, written information regarding discharge medications in 
discharge summaries and in pharmacists’ written information for patients was not 
always consistent. GPs explained that they needed to reconcile discharge 
medications, which was time-consuming but essential in order to minimise the risk 
of medication error. According to one GP, Catherine: 
So it takes a very long time to go through the drugs one by one 
and check that the doses are the same and they haven’t left 
anything off or added that they didn’t mean to, which 
occasionally happens … It takes a very long time for a full public 
hospital discharge [summary] to come back. It takes from one to 
six weeks. And if the patient sees you one or two days after they 
have been discharged, it can be quite complicated figuring out 
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what has actually gone on with them. Often they [the patient] 
don’t have a good idea of what their diagnosis was. 
Many other community-based practitioners reported that ward-based staff did not 
always engage with them regarding discharge and transitional care decisions and 
planning, and this affected care coordination. According to these participants, in-
patient practitioners were not always aware that community-based healthcare 
practitioners provided care to the person in order to keep them safe at home. All 
aged care case managers noted that this was particularly problematic in relation to 
their clients receiving an aged care package, because these clients were all high-risk 
people in discharge due to their functional difficulties and long-term chronic health 
problems. All aged care case manager participants reported that there was no 
formal system for communicating transitional care information or for involving case 
managers based in the community in transitional care planning and decisions made 
in the in-patient setting. According to all aged care case manager participants, when 
they were aware that the person was in hospital, they would invite themselves to 
multidisciplinary team meetings to discuss the discharge and transitional care plan 
and occasionally the multidisciplinary teams in the public hospitals would invite the 
aged care case manager to these meetings. All aged care case managers 
commented on feeling frustrated with in-patient practitioners regarding transitional 
care. They noted that lack of involvement of case managers and lack of 
consideration of the home situation resulted in a range of difficulties including: 
inefficient use of case managers’ time and resources in following up problems 
associated with poor transitional care planning; discharging at-risk older people late 
on a Friday with no home supports in place for the weekend; and placement in 
residential care without understanding that the person functioned safely at home 
with supports. According to Justine, a community-based aged care case manager: 
We have to continually ring the hospital to find any information 
about the discharge plans. We find that the clients are not known 
to have case management or be on a package while they are in 
hospital.  
Most healthcare practitioners commented on the problems with communication 
and exchange of accurate information between practitioners in the in-patient 
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setting, sub-acute care and community-based settings and programs, including 
general practice, which further disconnected transitional care. All medical 
practitioner participants explained that information exchange between medical 
practitioners in the health network and in general practice was difficult. They noted 
there was limited time for telephone conversations because GPs were mainly 
funded for face-to-face consultations with patients. All medical practitioners 
commented that GPs, doctors in acute care and geriatricians had different 
information needs and did not always understand the information needs of each 
other. Participating ward-based medical practitioners noted that providing timely 
discharge summaries to GPs was particularly challenging due to difficulties in 
receiving current test results prior to the person’s discharge, needing to access 
multiple information management systems and limited time to write discharge 
summaries. All GP participants further commented on challenges in transitional 
care communication with private hospitals. There was often limited written 
information, delayed information from private hospitals and no registrar available 
for discussion.  
Both GPs and community nurses perceived difficulty in communicating with 
specialist medical practitioners in outpatients’ clinics, which resulted in delays in 
information regarding medication changes, increasing the risk of adverse events. 
According to Janet, a community nurse: 
A Clexane injection, they [outpatient’s clinic] reduced the dose 
and didn’t send us any documentation. Got to the visit and just 
about to give it [the Clexane injection], ‘Oh no, they changed it at 
the clinic this morning and they have already given it to me 
today.’ Just about to give it, that is not very good. So I had to try 
and get on the phone to the hospital and try to work that out. 
Many participants commented on other communication difficulties regarding 
transitional care for older people with chronic health problems and long-term care 
needs at home. Some community nurses and aged care case managers noted 
communication difficulties with each other regarding complex medical issues and 
social care issues affecting the person in their care transition. According to some 
participants, this was due to limited understanding of each other’s roles. Some 
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community-based social workers commented on the difficulty in communicating 
with GPs whom they perceived had limited interest in the social care needs of their 
patients. 
It’s not enough, they re-present. 
All participants explained that re-presentation and readmission following discharge 
and transition home was one of the worst outcomes in discharge and transitional 
care. Ward-based medicine and a focus on bed availability were considered to be a 
priority over the needs of the individual patient. According to these participants, 
the push for hospital beds could result in problems with discharge planning and 
transitional care due to insufficient time and resources to conduct discharge 
assessment and care planning. They further explained that when discharge and care 
transition was rushed, changes in the patient’s situation might not be identified or 
taken into consideration. All in-patient based participants perceived that, in spite of 
their best intentions and efforts, an older person could be discharged to an unsafe 
environment. They noted that the pressure for beds could result in pressure on sub-
acute care, particularly the PAC program, to accept more patients who would be 
better managed in the in-patient setting. Many participants noted that, even with 
support at home through sub-acute care, the person might not manage and they 
could be readmitted to hospital. The following comment by Joanne, a nurse from 
the acute ward, illustrates these issues: 
When the patient actually ends up back in again. And you think 
that the patient is doing pretty well and will be able to perform 
well at home again. This is disappointing and it’s a bit depressing 
as well. 
All participants agreed that early readmission following discharge when the older 
person was not medically unwell was particularly concerning because it suggested a 
poorly planned care transition. Many participants further noted that readmission 
was not always preventable, such as when the person sustained a fall at home 
following discharge, when the person did not take their medications or when carers 
found that they could not manage at home following hospital discharge. Most 
participants noted that they supported discharge to home in accordance with the 
person’s wishes even when there was a high risk of early readmission. In these 
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circumstances, these practitioners wanted to support the person’s wishes to return 
home, as the alternative plan was permanent care.  
Involving a Multidisciplinary Team. 
All participants in acute and sub-acute settings explained involving a 
multidisciplinary team to get patients quickly yet safely through the system. 
Involving a multidisciplinary team includes two sub-themes: 
1. Problem-solving transitional care needs as a team 
2. Where to next? Transitional care assessment, planning and service navigation  
Problem-solving transitional care needs as a team. 
According to all participants in acute and sub-acute care settings, problem-solving 
care transitions for people with complex problems and care needs involved a 
multidisciplinary team focused on medical and social safety. Participants perceived 
that multidisciplinary teams included nurses, allied health practitioners and medical 
practitioners within a particular program or based on a particular ward in the health 
network. They noted that multidisciplinary teams facilitated holistic decision-
making regarding the person’s transitional care. They considered that regular 
multidisciplinary team meetings in acute and sub-acute care programs and wards 
facilitated holistic transitional care because different perspectives from different 
disciplines were voiced and considered. As explained by Michelle, an allied health 
practitioner in acute care: 
So quite often the physiotherapist and occupational therapist 
work closely together and then we also work very closely with 
social work. Sometimes we do a joint assessment because we 
want to find out the information in one go … We have the team 
meetings twice daily, in the morning and afternoon. So then we 
can all give our perspective about what is going on and then come 
to a consensus about the treatment plan. 
According to all participants in acute and sub-acute care, ward-based nursing and 
medical staff on the acute and sub-acute wards cared for all patients. Participants in 
acute care noted that the multidisciplinary team in acute care formally assessed and 
reviewed patients with complex discharge and transitional care needs as identified 
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by nurses and medical staff. As noted by participants in in-patient sub-acute care 
programs, GEM and TCP, allied health practitioners cared for all patients within 
these programs. All participants in acute and sub-acute care stated that a team-
based collaborative approach within and across acute and sub-acute programs 
achieved better outcomes to meet the goals and wishes of the patient.  
According to many participants in acute and sub-acute care, although practitioners 
valued and listened to comments from each member of the multidisciplinary team, 
they could also have discrepant views on problem-solving and transitional care. 
They explained that this could result in practitioners asserting different opinions 
about the focus of the discharge and transitional care plan and advocating for a 
person-centred and preventive focus to discharge. Some participants in acute and 
sub-acute care noted that the person could be considered stable and ready for 
discharge from a medical perspective, but allied health practitioners could remain 
concerned about the person’s safety from functional, mobility and social 
perspectives. In these situations, many participants noted that other options for 
care transitions required consideration by the team, such as sub-acute or residential 
care. They explained that negotiation between team members was required to 
arrive at a consensus about the best plan and location for the person’s continuing 
care. According to Rowena, a nurse from acute care: 
But once everyone got together, most of the time it could get 
quite fiery. The doctors would see something completely 
differently from what allied health would see. Allied health would 
be like, ‘They’ve come in three times in the past.’ And the medical 
team, ‘Well, their white cell markers are fine, so we’re happy for 
them to go.’ We’re like, ‘No!’ It can get quite heated. I think that 
we do the best for our patients. 
Where to next? Assessment, planning and service navigation. 
All participants in the acute and sub-acute settings and programs explained that 
multidisciplinary teamwork involved team-based assessment, care planning and 
service navigation to make the most efficient use of the range of care options in 
sub-acute care, including in-patient and home-based sub-acute care, and 
community-based care, for older people following an illness. Many participants in 
 141 
acute and sub-acute care commented that the Aged care consultancy and triage 
team was essential in supporting aged care–focused assessment, care planning and 
program navigation. This was because the care needs of older people were complex 
and because the multiple programs in sub-acute and community-based care 
confused many practitioners. According to all participants in acute and sub-acute 
care, the focus of team-based assessment, care planning, service navigation and 
involvement of the Aged care consultancy and triage team varied depending on the 
older person’s care needs within the trajectory of their illness and recovery. Some 
practitioners in sub-acute care noted that assessment, planning and service 
navigation were dependent on sub-acute care and community program availability, 
and limited by funding. 
Participants in acute care commented that their team-based assessments, care 
planning and service navigation required that they estimate the older person’s 
premorbid health and functional state prior to their acute illness. They noted that 
this was because they focused the goal of their transitional care on supporting the 
person to return to their premorbid state in their recovery. As reflected by John, a 
nurse from acute care:  
As nurses, we assess to make sure that we get them back into 
their premorbid stage. Like, of course, giving them their medical 
treatments like antibiotics and stabilising them. And also 
providing that care to try to get them back into that premorbid 
stage as well. And of course providing support for the family. And 
then we can also see what sort of referral we need for allied 
health. If we see they have changed mobility or cognitive 
impairment. 
Participants in acute care commented that care transition assessment and planning 
towards the goal of return to premorbid functioning and health were complicated 
in acute care. They explained that this was because older peoples’ recovery from an 
acute illness was slow and there were often significant effects of an acute illness on 
a person’s cognition, mobility and functioning in the short and interim term. They 
further explained that although the person’s cognition, mobility and functioning 
would often improve as they recovered, the limited length of stay and focus on the 
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person becoming medically stable in the acute setting meant there was no time to 
observe recovered cognition, mobility and function. According to these participants, 
this complicated long-term transitional care decisions because assessments in acute 
care would only reflect the person’s functioning at that point in time and could 
underestimate the person’s true abilities and overestimate their long-term care 
needs. All participants in acute care noted that they relied on the person and 
carers/family to provide information about the person’s premorbid functioning at 
home in order to secure as much relevant information as they could for transitional 
care planning and service navigation.  
All participants in acute and sub-acute care commented on the complementary yet 
different roles of nursing, allied health and medicine in multidisciplinary team-
based assessment, planning and service navigation. In acute care, nurses and 
medical practitioners attended to the patient across their length of stay, while allied 
health practitioners only attended to patients referred to them with complex care 
needs relevant to the practitioner’s area of specialty and focus. Participants 
explained that allied health and medical practitioners were reliant on nurses to 
provide the most accurate information possible to the multidisciplinary team as 
ascertained from family and as based on their observations of the person across 
their whole length of stay. This was thought to be because nurses were with the 
patient all of the time and were skilled in communication and health assessment. 
They explained that nurses were optimally positioned to engage with family and 
carers and to make health-related observations including as pertain to premorbid 
functioning. According to nurse participants, junior and less experienced nurses 
could find communication with family, transitional care assessments and referral to 
medical and allied health practitioners challenging due to their more limited skills. 
Nurse participants from acute care noted they had a limited understanding of aged 
care, which could compromise their transitional care assessments and referrals to 
the multidisciplinary team. Participants further explained that nurses relied on 
allied health and medical practitioners for focused assessments and treatment 
decisions pertaining to transitional care and the person’s recovery and return to 
their premorbid functioning when possible. All participants emphasised the value of 
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allied health practitioners in transitional care, as explained by Chris, a medical 
practitioner from GEM: 
It’s when you don’t have it [allied health] that you notice the fall 
down. And that’s when I, in my consultant role, come along to an 
older patient and they haven’t seen an occupational therapist, 
social worker or physiotherapist. And they are highly 
deconditioned and don’t have the strength to get home, and that 
really needs to be focused on. Or no one has figured out what the 
home environment is actually like. And without that information 
it’s very hard to discharge anybody until you know what you are 
aiming for. So that clarification is absolutely essential in the 
process. 
According to all participants in acute and sub-acute care, aged care expertise was 
provided through the Aged care consultancy and triage team who worked with the 
multidisciplinary teams in acute care. They explained that this team included 
geriatricians and aged care clinical nurse consultants who actively sought out 
patients in the acute wards who could benefit from an aged care assessment, and 
decision-making support and referral to the numerous available programs. 
Participants perceived that the Aged care consultancy and triage team assisted in 
discussion and negotiation with the acute care multidisciplinary team and with the 
patient about the next location of care.  
According to participants in the Aged care consultancy and triage team, the aged 
care clinical nurse consultant screened and assessed patients who potentially 
required rehabilitation or when there were complex issues potentially 
compromising the person’s safety at home. They noted that complex issues 
included cognitive difficulties, predicted delirium and confusion on transition from 
one care setting to another, social isolation and social difficulties for family and 
carers, compromising their ability to provide care over the long term. These 
participants commented that geriatricians became involved in care when patients 
had more complex health and aged care issues and required medical expertise. As 
explained by David, a medical practitioner in sub-acute care: 
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And there’s prognostic indicators that hopefully we’re the best in 
that group to determine. So what might this person’s next six 
months be from a medical perspective? Are they dying? Is there a 
long, healthy life ahead of them? Do they have a neuro-
degenerative condition? Do they have capacity to make 
decisions? Do they have the ability to participate in a meaningful 
way cognitively or physically in a program? 
Participants in sub-acute care, including participants from Aged care consultancy 
and triage team, GEM, PAC and TCP, explained that they involved multidisciplinary 
teams in conducting transitional care assessment, planning and service navigation. 
According to these participants, discharge and transitional care assessment and 
planning for most patients in a sub-acute care program were a continuation of 
those from the acute setting and focused on achieving the person’s goals. 
Participants commented that the focus of transitional care to meet the person’s 
goals was dependent on their assessed needs and also on the plan as agreed to by 
the person. GEM-based and Aged care consultancy and triage team participants 
explained that when the agreed plan was for slow-stream rehabilitation and more 
detailed aged care assessment, the person would transition to the GEM program. 
According to participants from PAC and the Aged care consultancy and triage team, 
when the agreed plan was for the older person to return home with supports in the 
short term and there was a waiting list for supports from councils and district 
nursing, the person would transition to PAC. Participants from TCP and Aged care 
consultancy and triage teams noted that when the agreed plan was for more time 
to make decisions regarding long-term care, the person would transition to TCP. All 
participants in sub-acute care noted that patients could be transitioned between 
sub-acute care programs or to long-term community-care programs based on their 
care needs. They noted that sub-acute care practitioners therefore needed to 
engage in multidisciplinary team-based assessment, transitional care planning and 
service navigation as part of their continuing care of the older person and family. 
They further commented that they had more time than practitioners in acute 
settings to plan and set up long-term follow-up care for patients returning home 
and for patients remaining at home after completion of the sub-acute care 
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program. According to Eliza, an allied health practitioner from the GEM ward, “A big 
part of our role is trying to make sure that they continue some of what they are 
doing in here [at home]”. 
Following-Up in Their Own Environment. 
All participants in community-based services and some participants in sub-acute 
care programs explained how they followed patients up in their own environment 
at home to get them quickly yet safely through the system. Following up in their 
own environment included two sub-themes: 
1. Finding a point of contact 
2. The assessment can change: review of the transitional care plan 
Finding a point of contact. 
All community-based participants explained they did not have access to the public 
health network patient information systems and therefore needed to find a point of 
contact in the community nursing liaison service or in-patient/health network based 
multidisciplinary team. They noted that finding a point of contact with the 
multidisciplinary team was vital to achieving the best transitional care outcomes for 
the person and family.  
All community nurses noted that their point of contact was the community nursing 
liaison service. They stated that the community nursing liaison service was co-
located in the health network and community nursing service. According to these 
participants, liaison nurses engaged with the multidisciplinary teams in the public 
health network regarding community-nursing patients and had access to patient 
information in the electronic health network information system. Participants 
explained that this supported their follow-up care in the patient’s own home 
because it facilitated communication and discussion with the multidisciplinary 
teams. All community nurse participants further explained that all patients 
requiring community nursing after hospital discharge were complex. These patients 
had multisystem health problems and social issues, including social isolation or 
living alone, and they often needed to know more information from the in-patient 
setting and renegotiate the care plan with in-patient practitioners in order to 
adequately provide safe transitional care in the home.  
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Community nurse participants perceived that liaison community nurses advocated 
and negotiated discharge and transitional care planning with the multidisciplinary 
teams on behalf of the nurses doing home visits. This was in order to maximise the 
feasibility of the care plan in the home setting in terms of available resources and 
patient safety. According to community nurse Deb: 
[Liaison community nurses] are identifying needs that have 
happened in the community and complementing their admission 
in hospital from what we have been able to achieve at home. Or 
what we have not been able to achieve at home. At times it is 
expected that the hospital will help with what problems we have 
had at home, but often in an acute setting it’s not usually feasible. 
According to all community nurse participants, when the patient was receiving 
community nursing funded through PAC, they contacted the relevant PAC 
coordinator for additional information or to renegotiate the transitional care plan if 
required. Kate, a community nurse, explained this: 
So I rang this link at the hospital and she [the PAC coordinator] 
was fabulous. She told me that much more about the lady. She 
actually had rapid atrial fibrillation and she asked me what was 
her pulse rate today? I didn’t know about that, so I didn’t do it. I 
said, ‘Okay, let’s do that daily. But in return can you send me a 
care plan about what to do with that information? At what stage 
do you want a repeat done? At what stage should we contact her 
GP? When should she go back to hospital?’ 
Many aged care case manager participants commented that they also used the 
strategy of finding one health practitioner in the in-patient setting as a point of 
contact to have some influence on the follow-up aspects of the transitional care 
plan. They reported advising their clients and families to use this strategy also in 
negotiation of the transitional care plan with in-patient practitioners.  
The assessment can change: review of the transitional care plan. 
All community-based participants explained that they needed to review the follow-
up components of the transitional care plan and often reassess the person at home 
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during a home visit. This was because the person’s care needs had changed and 
because the in-patient practitioners in acute care were not always aware of the 
home situation and may not have factored this into the follow-up care plan. In 
contrast to many ward-based participants in acute care, all community-based 
participants perceived that when the person was medically stable and ready for 
hospital discharge, this meant that they were also functionally safe at home. 
However, many community-based practitioners commented that they felt 
frustrated with practitioners in the acute setting whom they perceived conducted 
discharge of patients without considering functional and safety issues for the 
person in their own home. They noted that reassessment and review of the 
transitional care plan were necessary for the person’s safety at home in terms of 
changes in their care needs regarding safe medication management, mobility, 
nutrition, wound care, continence and personal care needs. Many community-
based practitioners considered that their reassessment in the home was important 
in identifying cognition problems for the person that were not identified in hospital 
during the acute admission.  
Community-based participants explained that assessments could change after 
discharge because the person no longer had the same support as in hospital, and 
family might or might not be able to support the person at home when their 
function had deteriorated following an acute admission to hospital. A community 
nurse reflected on problems in regard to insulin administration that she had 
identified in the home for a patient even though the patient had received education 
in the in-patient setting. Anna said: 
There was a man recently sent home from hospital who was on 
insulin and they changed the insulin. He was sent home with 
about three different types of insulin and he had no idea which 
one he was on. He had been started on Novomix the day before 
and it [the discharge summary] said that he had had education 
but he didn’t have any idea what the, how to work his blood sugar 
machine. He didn’t know anything about what to do if he had a 
hypo [hypoglycaemic episode]. I mean, supposedly the diabetic 
educator had seen him. But when I saw him he was quite 
 148 
muddled. And he didn’t appear to have knowledge or confidence 
around what he was doing. 
Many community-based aged care case managers and community nurses explained 
that they needed to negotiate care with ward-based practitioners and practitioners 
within the healthcare network in terms of what was possible given the funding 
constraints of the relevant program. They noted that this could be problematic 
when additional care needs were identified in the home and not accounted for in 
transitional care plans and budgets made in the in-patient setting. As explained by 
Ron, a community nurse: 
She is no longer safe. She has gone beyond what I would classify 
as okay to be at home, diabetic, not able to control blood sugars, 
not eating properly, alcohol use, incontinence all over the place, 
still driving the car, poor memory, no next of kin. Just, you know, 
it was a disaster! And we were brought in to manage medication. 
Well, you can’t just manage medication, you have got to make 
sure that the whole situation is going to work. 
Participating GPs commented that they focused their review of the transitional care 
plan on medication reconciliation and medical follow-up of conditions requiring 
further specialist attention. These participants perceived that the person’s social 
care and safety needs were assessed in hospital and addressed in the hospital-
based transitional care plan.  
Involving the Person, Engaging Carers and Family. 
All participants in acute, sub-acute, community and primary care perceived that 
they addressed the challenges of the pressure to get patients quickly and safely 
through the system by involving the person and by engaging carers and family in 
the person’s discharge and transitional care. Participants explained this in four sub-
themes: 
1. Building trust and a caring relationship 
2. Motivating patients in care transitions 
3. Discussion with carers and family is essential 
4. Educating patients and carers 
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Building trust and a caring relationship. 
Most participant healthcare practitioners said that they involved the person and 
engaged the carer in transitional care by building trust and a caring relationship. 
They believed this was achieved through discussion about the best outcomes and 
quality of life for the person in discharge and care transition. In these discussions, 
most participants noted that they provided reassurance and support, and asked 
about what the person and family/carers wanted including their goals, expectations 
and concerns, and the supports and services they needed in order to be at home 
safely. They commented that listening, being empathetic and respecting the 
person’s and family’s/carer’s wishes were important ways of demonstrating their 
care for their patients. Some participants in acute and sub-acute care noted that 
saying goodbye to the person prior to discharge was part of a trusting and caring 
relationship. An allied health practitioner in acute care, Michelle, commented on 
the importance of considering what the person and family wanted in discharge and 
transitional care: 
We consider their wants and their needs and we always think 
about the patient first and their family. We respect what they 
might like and if we have an opinion that they might not be safe 
to return home, but they are adamant that they want to return 
home, we’ll facilitate that the best way that we can. 
All participants in the in-patient GEM program explained that building trust and a 
caring relationship with the person and family included an introduction to the ward 
and access to their rehabilitation therapy plan each day. These participants 
commented that each patient on the ward was allocated a key contact person who 
was a member of the multidisciplinary team (including nurses and allied health 
practitioners). The key contact person introduced the patient to the ward at 
admission, was available for questions during their stay and could formalise their 
discharge and care transition. All GEM participants noted that the key contact 
person was the main communication pathway between the multidisciplinary team 
and the person and family. These healthcare participants further explained that 
each patient’s daily schedule of rehabilitation therapy was written on a whiteboard 
beside their bed. According to Robyn, a nurse in the GEM unit: 
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The person [key contact] will introduce themselves to the patient 
on admission and ‘I’ll be your key contact person during your visit 
here’ … The timetables are at their bedside, so they know that at 
one o’clock today they have got physiotherapy. 
Motivating patients in care transitions. 
All participants perceived that their patients and clients wanted to go home and 
stay at home, and it was therefore easy to engage and motivate them in discharge 
and transitional care including follow-up at home. All participants in in-patient 
settings noted that they reinforced the person’s wish to return home as 
independently as possible in order to motivate patients to attend to their own 
activities of daily living if they were able. All nurses in acute and sub-acute care 
noted that they used the transitional care and rehabilitation plan developed by 
allied health practitioners to involve the patient in discussions about discharge and 
care transition in a consistent manner. Many participants perceived that it was 
challenging to engage and motivate the person in discharge and transitional care 
when the person experienced cognitive difficulties including confusion, lack of 
interest, lack of insight into care needs or dementia. According to participants, in 
these situations it was vital to involve family and other supports. Geriatrician 
support was essential when the person experienced dementia and had limited 
capacity in motivation and decision-making. Chris, a medical practitioner in sub-
acute care, said: 
The majority of patients that I see have some level of cognitive 
impairment or dementia and that does make it [engagement of 
the person in discharge and transitional care planning] harder. 
You will then get the sense in general of what’s important to 
them. But for the specifics, you rely on the family or other service 
providers to meet their goals in that respect. 
Discussion with carers and family is essential. 
According to all participants, carers and family were often the main support for the 
person, and it was essential to engage carers and family in discussion about 
transitional care as part of respectful care for the person and also reducing the 
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person’s length of stay in hospital. Most participants stated that they valued 
including family in transitional care discussions and they advocated for the 
involvement of the person’s family/carer in discharge and transitional care 
assessment, planning and preparation. Most participants believed they engaged 
carers and family in transitional care discussions informally at the bedside or in the 
home, or formally in family meetings. Most participants commented that family 
members could experience stress in their caring role and required emotional 
support. Some participants explained that they supported the person and their 
family/carers in relation to loss and grief when placement in residential care was 
necessary. David, a medical practitioner in sub-acute care, commented: 
By and large, family are an amazing resource and our first go-to 
along with the GP in terms of collateral history. You know what’s 
really been going on and planning what the next steps might be. 
The family members are often the ones making the decisions on 
their behalf, either formally or informally. So they’re really key 
players. I love talking to families. I like helping people to work 
through problem-solving. 
According to some participants in acute, sub-acute and community care, 
consideration of cultural factors and the cultural needs of the person and family 
was very important in engaging carers and family in transitional care discussions. 
According to these participants, in some cultures placement of an older person into 
permanent care was considered shameful because the family was expected to care 
for the older person at home. They commented that the discharge and transitional 
care plan needed to be culturally acceptable to the person and family, and it was 
important to listen to the family in order to understand their cultural needs and 
assess their ability to provide support.  
According to some participants, discussions with family and carers were challenging 
when the family held a different view from the patient regarding their transitional 
care plan. These participants noted that this was rare. They stated that it could 
contribute to a family member bullying the older person, often because of family 
concern about the person’s safety when returning home. Some participants further 
commented that challenging relationship dynamics within families could complicate 
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discussions with families and raise anxiety for practitioners about the family’s ability 
to safely care for the person at home. These participants noted that close 
collaboration with social workers and case managers was essential in these 
situations.  
Educating patients and carers. 
Many participants explained that they used education about self-care to engage 
and involve the person and family in discharge and transitional care planning, 
preparation and follow-up. Physiotherapists and occupational therapist participants 
in in-patient and community settings considered that they provided education 
about how to manage, minimise and prevent physical problems in relation to 
mobility, getting in and out of bed, sitting, physical exercise, minimising risk factors 
for injury, and educating family and carers about safe manual handling. They added 
that they provided education about strategies for pain management, safe mobility 
and exercise, and preparation of light meals and showering. Pharmacist participants 
commented that they educated the older person and when possible their family 
member/carer about medication management at discharge in order to support the 
person knowing what to do with their medication once at home. They also said they 
provided medication lists to support the person’s education and discussed changes 
to medications made in hospital, discharge medication regimes and how to access 
medications. Pharmacist participants commented that they organised dose-
administration containers and support from community pharmacies, family or 
community nursing when required. They noted that they preferred the person to be 
as independent as possible and take responsibility for their own medications. As 
explained by Deanna, an allied health practitioner in acute care: 
You don’t want to take away someone’s independence either. 
And particularly with medications, if they stop looking after their 
medications then they do lose the knowledge about their 
medications. So take away the responsibility of managing their 
own medications and put them on a [dose-administration 
container], they start losing touch with what they are actually 
taking and then they are not engaged anymore. 
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Some nurse participants in the GEM ward explained that they assessed and 
educated the person regarding self-management of complex medications including 
insulin and anti-Parkinson’s medicines. All nurses in acute care noted that they 
provided the person with written nursing instructions for care at home and 
discussed these with them prior to their discharge.  
Participating GPs reported that they used the discharge summary to educate and 
support the person and family to understand what had happened to them in 
hospital and to understand how to self-care at home including what to expect in 
their recovery. All community-based nurse and allied health participants reported 
that they focused self-care education on supporting the person and family to 
become independent. They explained that this involved education regarding self-
monitoring and interpreting blood glucose results and what to do in the event of a 
hypoglycaemic episode when the person had diabetes, how to use dose-
administration containers safely, and how to use aids and equipment in the home. 
All community nurse participants also noted that they used education to support 
the person to re-establish routines and to encourage their confidence in self-care. 
All community-based participants used education to inform people and families 
about available formal supports and how to self-refer to these services. A 
community nurse, Anna, commented: 
 So initially the care would start off with getting them to take their 
own blood sugar to get them to try and understand what their 
own sugars, some idea of the range. At least to try to describe the 
feelings that they have when low, with low blood sugar, and what 
they do if they have those circumstances. 
Improvements to Transitional Care. 
Participants in community-based care and general practice, and some practitioners 
in acute and sub-acute care considered that improvements were required in 
transitional care. They explained improvements to transitional care in two sub-
themes: 
1. Improved assessment information 
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2. Improved quality and timing of discharge information to community-based 
practitioners and GPs 
Improved assessment information. 
Participants in community and general practice, and some participants in acute and 
sub-acute care noted there was a need for improved assessment information about 
aged care issues and the home situation at the point of admission to acute care. 
They believed assessment information should cover cognition and memory 
difficulties, mobility and falls, continence issues, and details and contact 
information regarding existing services the person was receiving at home, such as 
an aged care package. Some participants in sub-acute care believed the provision of 
more detailed assessment information regarding transitional care needs by acute 
care nurses would assist in optimal identification of care needs and referral to the 
multidisciplinary and Aged care consultancy and triage teams for further 
assessment and care planning.  
Improved quality and timing of discharge information to 
community-based practitioners and GPs. 
Many community-based participants explained that more information from the 
allied health members of the multidisciplinary team in the in-patient setting would 
assist them to assess and review the person’s transitional care plan once home. All 
GP participants and community aged care case manager participants explained that 
improved quality and timing of discharge summaries would assist their follow-up 
transitional care. Two GPs noted that the most junior doctor wrote the discharge 
summary, but this doctor was not always aware of the main medical issues for the 
person and this resulted in incomplete and, at times, less accurate discharge 
information. These GPs needed to follow up with more senior medical practitioners 
in hospital, which was very time consuming. GPs and community nurses explained 
that they needed to reconcile the person’s medications in a timely manner 
following discharge to minimise risks of adverse medication events in the home. 
They further explained that patients could be confused about their discharge 
medications due to changes made in hospital and the patient’s limited 
understanding about what had occurred in hospital. According to one GP, Don: 
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I think that we just sort of want a very concise and succinct 
summary where the information, the critical information to be 
clearly presented, rather than buried in pages and pages of notes. 
And also if there is some sort of clear, the things that they want 
the GPs to be aware of or follow up with the patient, that both 
are clearly communicated as part of that discharge. 
All themes and sub-themes reflecting healthcare practitioners’ perspectives in 




















Figure 6. Healthcare Practitioners’ Perspectives of Their Experiences of Providing Transitional Care 
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Summary 
In this chapter, findings have been presented from the context inquiry with patients 
and carers, and healthcare practitioners in acute, sub-acute, community and 
general practice settings in order to address the first research question: 
How do users, including patients and carers, and healthcare practitioners, 
experience discharge and transitional care for older people and their 
carers/families across trajectories of acute, sub-acute and community care? 
Findings have been presented in relation to patients and carers, including 
demographic and themed information from the semi-structured interviews, and 
findings from the patient care record audit. Following thematic analysis of 20 semi-
structured interviews, patients and carers reflected that patients needed to become 
independent in their care transition. They perceived that a range of social processes 
supported their independence: supportive relationships with carers, caring 
relationships with healthcare practitioners, seeking information, discussing and 
negotiating the transitional care plan, and learning to self-care.  
Findings from healthcare practitioner participant data have also been presented, 
including demographic data and themed information from the semi-structured 
interviews. Following thematic analysis of 47 semi-structured interviews, healthcare 
practitioners perceived the problem of pressure to get patients quickly yet safely 
through the system. They experienced that a range of social processes assisted 
them to address this problem: involving a multidisciplinary team; following up in 
their own environment; involving the person; and engaging carers and family. In the 
next chapter, findings regarding the co-design focus groups and development of the 




What Processes and Strategies Optimise Transitional 
Care? Findings from Co-Design Focus Groups 
In this chapter, development of the care integration tool using the co-design focus 
group findings is described and the second research question addressed: 
Following a constructivist methodology, what processes and strategies can 
users employ to optimise their experiences in transitional care across 
trajectories of acute, sub-acute and community programs and settings? 
Findings from the context inquiry (summarised in Appendix U) were presented to 
participants in the first and second co-design focus groups in order to generate 
discussion about principles to guide development of the care integration tool. Using 
the findings from these focus groups, the prototype care integration tool was then 
developed. This tool was presented to participants for discussion in the third and 
final focus group in order to elicit their perceptions of the appropriateness of the 
tool and areas for further improvement.  
Demographic data regarding focus group participants are presented, followed by 
findings, themes and sub-themes, from the first and second co-design focus groups, 
including the principles for service improvement. Presentation of the findings from 
the co-design focus group 3, in regard to modifications and improvements to the 
tool, completes this chapter. 
Demographic Characteristics of Participants in Co-Design 
Focus Groups 
Each of the three co-design focus groups took place in April to May 2016 over a 
one-hour period and was audio-recorded. All focus groups were conducted at a 
meeting room at Deakin University. Of the seven participants, all participated in the 
first focus co-design group (six face-to-face and one by telephone link), three took 
part in the second co-design focus group (all face-to-face) and five took part in the 
third and final co-design focus group (four face-to-face and one by telephone link). 
Participants who were unable to attend each focus group noted that this was due to 
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insufficient time or illness. Participants were aged 52 years on average (SD 14.5 
years, range 27 to 76 years). Most participants were female (6) and most were born 
in Australia (5, 71%) (see Table 9). Participants included a patient, informal carers 
and healthcare practitioners from acute, sub-acute and community settings. One 
healthcare practitioner was also a carer. One patient and one carer participated in 
two of the three focus groups. 
Table 9  
Participants’ Characteristics 
Participants N (%) 
Care recipient  
Patient  1 (14.3) 
Informal carer 1 (14.3) 
Healthcare practitioner  
Acute setting 1 (14.3) 
Sub-acute setting 2 (28.6) 
Community-based setting 1 (14.3) 
Healthcare practitioner and carer  
Community-based setting 1 (14.3) 
Total 7 (100.0) 
Findings from Co-Design Focus Groups 1 and 2 
Across the first and second co-design focus groups, participants discussed a range of 
issues about discharge and transitional care in response to the findings presented 
from the context inquiry. Following analysis of the transcript data, six main themes 
were identified: 
The problem of:  
(1) Needing the bed 
The social processes participants used in response:  
(2) Navigating discharge and care transition 
(3) Proactive communication 
(4) Coordination of discharges and transitions 
(5) Discharge medication care 
(6) Support and education for the person and carer 
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In addition, participants nominated principles for quality discharge and transitional 
care for older people from hospital to home. 
Needing the Bed. 
All participants referred to the need for the bed as the major social problem that 
required addressing in discharge and transitional care. In acute care, the goals were 
to ensure the flow of patients through the healthcare system, safe discharge and 
the avoidance of early readmission to hospital. Patient flow through the hospital 
system was the main goal. According to Catherine, a healthcare practitioner in sub-
acute care: 
Ultimately our goal is, and this is one of the things that I really 
struggle with, our hospital system is now so targeted. Within four 
hours we have got to have patients in and out of emergency 
departments. That could be back home or up into the wards. So 
everything we do within the acute environment now is very much 
focused on trying to meet those targets, get patient flowthrough.  
Some participants commented that patient flow required some patients to be 
transitioned to an appropriate community-based service. They argued that acute 
care and community-based care programs were not as well integrated as they could 
be. In addition, all healthcare practitioner participants perceived that the transition 
of the person to an appropriate service for follow-up care after discharge from an 
acute hospital admission was difficult to navigate. Several healthcare practitioners 
noted that challenges with information-sharing between services, repetition of 
information and failure to share information across programs impeded service 
integration and navigation.  
According to all participants, the transition to the next care location was 
problematic due to the pressure on healthcare practitioners to discharge patients 
as soon as possible. They highlighted that this complicated service integration and 
navigation strategies because, in practice, discharge could happen quickly and 
suddenly. They suggested it was difficult to predict when and to where the patient 
would be transitioned. Two participants commented that as carers they wanted to 
wait with the patient to accompany them to the next location for care. However, 
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patients were not transitioned as planned. When Barbara, a carer, arrived at the 
ward, her friend, who had significant memory problems, had already been 
discharged and transitioned to the next healthcare location. Her friend was very 
confused about where she was and why she was in another hospital bed. The 
patient did not understand what had happened in her transition. Barbara said: 
There’s also that we were waiting for her to go [to the next care 
location] and we didn’t know when that would happen. She was 
also deaf. Suddenly they came to her and said, ‘You are going’, 
and I rang up the hospital to say I was coming in and she’d already 
gone. She was very confused about where she was going. I know 
it’s the bed’s there, we have got to go. But for older people, much 
older, I think that they don’t know what is happening. 
Several healthcare practitioner participants acknowledged difficulties in specifying a 
time for transitions from the ward. However, they also acknowledged that carers 
could not wait indefinitely. In response, a healthcare practitioner from the acute 
care setting, Kay, commented that up to 13 people could be discharged and 
transitioned from the acute ward in the same morning. This meant that ward staff 
had limited time to attend to all the details of these hospital discharges and 
transitions. According to Kay, nurses were mindful that there was always another 
patient waiting in the emergency department for the ward bed. Often this patient 
had been waiting all night for the bed. Kay further noted that at times patients 
ready for discharge needed to vacate the bed by 8.30 in the morning so that the 
new patient could be in the bed by 9.00 am. Three healthcare practitioners noted 
that discharge and care transition could be unpredictable. Although the bed for the 
care transition might have been booked at another facility, the patient in that bed 
could become unwell and need to remain in place. In these situations, the hospital 
bed was not vacated as planned, resulting in delays.  
All healthcare practitioner participants commented that the pressure for hospital 
beds and fast throughput increased the likelihood of missing important information 
pertaining to safe discharge and care transition. According to them, there was 
limited time to communicate with community-based practitioners regarding 
important information about how the person functioned at home in their own 
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environment. They suggested this could further compromise the acquisition of 
important information about the person at home and increase the risk of early 
readmission to hospital. All participants considered that this was particularly 
problematic in caring for a person with memory loss and cognition difficulties. 
According to participants based in sub-acute care, when the person behaved 
appropriately acute care staff could overlook the person’s memory loss. According 
to Anna, a community-based healthcare practitioner, an older person with cognitive 
difficulties could manage well at home with good support. However, when 
healthcare practitioners in the acute in-patient setting had limited time to contact 
community-based practitioners, important information about how the person 
managed at home could be missed. Two participants from sub-acute care noted 
that, because cognition difficulties could be difficult to identify, overlooking 
cognition impairment was one of the top risk areas in the healthcare organisation. 
They believed memory and cognition difficulties were not generally managed well 
or adequately planned for in discharge care within acute healthcare systems. 
Kay, a healthcare practitioner from acute care, noted her experience of changes in 
the system over the past five years. She commented that the increasing pressure 
for patient flow through the healthcare system had resulted in more complicated 
service navigation. She noted there were more programs in sub-acute and 
community-based care, and more systems were required to manage and navigate 
patients’ length of stay in acute care and transition to the next care location and 
program. All healthcare practitioners agreed that these changes in health service 
delivery related to pressures on length of stay and patient flow. This had occurred 
within a relatively short period of time and was particularly challenging for junior 
healthcare practitioners to navigate.  
Navigating Discharge and Care Transitions. 
Several participants from sub-acute and acute care settings explained that 
healthcare practitioners used a range of service navigation strategies in response to 
the need for the bed. These strategies involved the selection of an appropriate 
community-based care program following a healthcare assessment by a 
multidisciplinary team, including allied health, nursing and medicine. Healthcare 
practitioners from sub-acute and acute care noted challenges in selection of an 
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appropriate service or program for follow-up care. Patients needed to be medically 
stable before an assessment and decision could be made about the next 
appropriate program or service. According to one participant from sub-acute care, 
Jennifer, the pressure on beds limited the person’s time to become medically 
stable. Jennifer noted that in assessment services such as the Aged Care 
Assessment Service (ACAS), practitioners only conducted assessments when the 
person was medically stable. In addition, all healthcare practitioners agreed that 
care between acute, sub-acute and community-based programs was not as well 
integrated as it could be. This resulted in continuing difficulty with service 
navigation. Catherine, from sub-acute care, reflected, ‘It’s [care integration 
between programs] not perfect, and it’s really hard to navigate and it continues to 
be difficult to navigate’. 
All healthcare practitioner participants commented that the TCP was one solution 
to the pressure for beds in acute care and the limited time available for many older 
people to recover following an acute illness. According to these participants, the 
TCP was an interim service where there was more time for assessments and 
decisions about long-term care solutions such as care at home or in residential aged 
care. Healthcare practitioner participants noted that the TCP was valuable because 
the person and family had time to consider the long-term care options and the 
person was not remaining in an acute-care hospital bed.  
According to healthcare practitioners from sub-acute and acute care, two 
assessment services were available to assist in the assessment for and navigation of 
sub-acute and community programs. One was the ACAS, funded by the 
Commonwealth Government of Australia, and the other was the Aged care 
consultancy and triage team, funded within the health network. Healthcare 
practitioners from sub-acute and acute care commented that both assessment 
services were located in the health network, and practitioners in both programs 
conducted aged care assessments and supported decisions about care transitions. 
Participants argued that ACAS had a different focus from Aged care consultancy and 
triage team. Practitioners based in ACAS determined the eligibility of the patient for 
some long-term care options and services such as permanent residential aged care, 
home care packages, respite care and TCP. ACAS provided formal approval for 
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residential aged care, home care packages, respite care and TCP, which was 
essential for the public funding of these services. According to participants based in 
sub-acute care, ACAS had a gatekeeper role and aimed to find the best solution for 
the person over the long term and to prevent early readmission to hospital. These 
participants from sub-acute care noted that ACAS also had a gatekeeper role for the 
Aged care consultancy and triage team. Although the Aged care consultancy and 
triage team also provided assessment and decision support within the healthcare 
organisation regarding appropriate discharge and care transition plans, ACAS could 
disagree with their decisions, resulting in further discussion and negotiation to 
improve the long-term transition plan.  
Participants in sub-acute and community-based settings, and one carer participant 
noted that, when the patient experienced problems with their cognition, there 
could be difficulty accessing aged care assessments. According to healthcare 
practitioners in sub-acute care, this included aged care assessments conducted by 
ACAS and the Aged care consultancy and triage team. All participants agreed that 
cognition was an important part of healthcare screening. However, participants in 
sub-acute care and a carer participant commented that cognition could be difficult 
to assess by healthcare practitioners with an acute-care rather than an aged care 
focus. According to all participants, listening was an important skill in identifying 
cognitive difficulties. 
Catherine, from sub-acute care, noted that when healthcare practitioners took time 
to listen to the patient, this could negate the need for additional assessments. 
Jennifer, from sub-acute care, and Kay, from acute care, added that listening could 
save time as it limited the need to repeat assessments and information. All 
participants agreed that some but not all healthcare practitioners listened to 
patients. Shaun, a patient, emphasised this: 
Being listened to, a really good doctor would do a lot of listening 
with the patient. I’ve experienced those, you feel that you are 
working in partnership with the medical staff because you are 
being listened to. 
All healthcare practitioner participants explained that significant changes were 
expected over the next few months with the commencement of the My Aged Care 
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web portal. According to Jennifer, from sub-acute care, My Aged Care would be the 
portal website for all referrals for community-based and sub-acute care programs, 
including ACAS, and referrals would no longer be made directly to the relevant 
service. She noted that major changes were occurring to referral processes for 
community services. Jennifer commented that staff at My Aged Care would decide 
if the referral was appropriate and then make the referral to the service as 
required. Participants from sub-acute care commented that they did not know how 
these changes in service referral and delivery would function in practice and this 
raised uncertainty.  
Jennifer from sub-acute care, and Penny, from community-based care, reflected 
that if their parents had to use the system, would it be the best service? They noted 
that such reflections guided their practice and goal of providing the best service. All 
participants emphasised that older people should be supported at home and not 
have to re-present to hospital. All participants agreed that the biggest challenge in 
discharge and transitional care was staying patient-centred given the pressures to 
move patients quickly through the healthcare system.  
Proactive Communication.  
All participants commented on the need for patients and carers to be proactive in 
communication and interactions in relation to discharge and care transition with 
healthcare practitioners. According to Shaun, a patient, medical practitioners who 
were speaking about him at the end of the bed were taken aback when he 
introduced himself: 
I did have an experience when these two medical staff came in 
one day and they stood at the bottom of the bed and they were 
talking amongst themselves, writing something down, obviously 
discussing my situation. Eventually, I said, ‘Excuse me, who are 
you?’ Then they introduced themselves, ‘I’m doctor so and so’. [I 
replied] ‘It’s very nice to meet you, my name is [Shaun]. Can I help 
you?’ They were kind of taken aback that I should [speak]. 
Penny, a healthcare practitioner and carer, commented: 
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You have to be really proactive, you know. We were ringing the 
ward, the nurses that were looking after Mum, ‘So what’s 
happening with the discharge?’ 
Barbara, a carer, noted that communication with families, carers and patients 
should be built into transitional care, but communication in hospitals was difficult. 
Jennifer, from sub-acute care, responded that communication in regard to 
discharge and transitional care should not be difficult for healthcare practitioners. 
She shared her practice of talking with families in regard to available options that 
were safe and sustainable, in addition to the risks for the person should they return 
to their own home. Shaun, a patient, shared a previous hospital experience. He felt 
that a nurse had rushed him to leave the hospital following a procedure. He noted 
the nurse was inflexible, difficult and uncaring. All participants agreed that patients 
needed time to absorb information in hospital regarding their healthcare, including 
following a procedure and regarding their discharge and care transition.  
All participants agreed there could be problems with communication due to the 
high number of different medical practitioners that patients interacted with during 
their hospitalisation. Communication with multiple medical practitioners was 
challenging because the doctors did not always understand information the patient 
had already provided. All participants noted that because there were so many 
different doctors, it was difficult for patients to know whom to trust. Shaun, a 
patient, suggested that patients should be pre-warned to expect to see many 
different medical practitioners. Catherine, from sub-acute care, reported that 
patients should be informed about the different titles of medical practitioners and 
the differences between the intern, registrar and consultant doctors. Catherine and 
Jennifer commented that a hospital executive had been sitting in the wards to 
observe interactions between staff and patients. According to these participants, 
the executive had observed that some medical and nursing staff would talk about 
the patient with each other without including the patient. Some nurses would ask 
patients for personal information when visitors were in the room without asking 
whether the patient agreed to this information being disclosed in public. All 
participants agreed that proactive interactions and communication between staff, 
patients and carers could be problematic when patients did not like to speak up. 
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According to Barbara, a carer, some older patients were not able to speak up due to 
problems such as hearing impairment.  
Coordination of Discharge and Transition. 
All healthcare practitioner participants considered the coordination of discharge 
and care transition was an important response to the need for the bed. According 
to Kay, a healthcare practitioner from acute care, nurses working on the wards used 
checklists to coordinate discharge and transitions, particularly those occurring 
suddenly and quickly. She commented that, although the nurse in charge 
coordinated the discharge using a checklist, the nurse providing care or the ward 
clerk performed the actual task related to discharge. Kay further commented that 
the checklist included prompts such as reminders to check that the pharmacy 
department had the patient’s script, that the patient’s next of kin had been notified, 
that the transfer ambulance had been booked and that the facility to which the 
person was being transitioned was aware they were on their way. Catherine and 
Barbara commented that there could be a need to ensure that this checklist system 
was being used to full effect.  
Discharge Medication Care. 
All participants further considered the importance of discharge medication care and 
preparation, including sufficient available medications at discharge and that the 
medication regime assisted the person to manage relevant symptoms such as pain. 
Barbara, a carer, noted that although support for the person to self-manage their 
medicines was important, when the person was not able to manage this decisions 
needed to be made regarding assistance for safe medicine management. This 
required careful assessment in hospital. Another participant, Penny, who was both 
a healthcare practitioner and a carer, noted that her mother wanted to be in charge 
of her medications and was proud that she could manage her medicines 
independently. According to Penny, during her mother’s recent admission and 
discharge from the private system she was provided with a typed list of her 
medicines at discharge, listing each of her medicines and how often she was to take 
each medication. All participants agreed that it was best for the person if they could 
manage their medications safely by themselves. 
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Kay, a healthcare practitioner based in acute care, discussed the pharmacists’ 
system at the healthcare organisation in regard to medication care. Ward 
pharmacists conducted assessment and medication reconciliation at admission to 
the ward. She noted that as part of this medication reconciliation, pharmacists 
could contact the person’s family for additional information about the person’s 
medicines at home. Pharmacists’ medication reconciliation at hospital admission 
was conducted within the first 24 hours of admission. According to Kay, it was rare 
for nurses and pharmacists to fail to identify difficulties with medications. 
All participants further commented that it was important for carers to support safe 
medication management at home by checking that the person was appropriately 
self-managing their medicines at home. According to Penny, a healthcare 
practitioner and a carer, the family would know if their mother was not managing 
her medicines because she would experience significant pain. 
All participants commented that carers should be involved in discharge medication 
assessment and preparation with the pharmacist, at the bedside in hospital. All 
participants agreed this was particularly important when the person was not able to 
safely manage their medicines at home due to cognition difficulties. As Barbara 
noted: 
When you have got a patient who doesn’t appear to be totally 
with it, I think it is important that the family, the carer or 
somebody else is involved in that bedside consultation. 
Barbara, a carer, and Shaun, a patient, commented that when the person had 
cognitive problems, they were not able to accurately state whether they were able 
to self-manage their medicines safely at home. Kay, a healthcare practitioner from 
acute care, noted that family frequently talked to the nurses on the ward about the 
person’s medication management at home and nurses referred this information to 
the ward pharmacist. According to Kay, the ward pharmacist conducted the final 
assessment and check of the person’s understanding of their medicines before they 
were discharged home, and made decisions about an appropriate discharge 
medication plan. She reported that the ward pharmacist could delay discharge if 
they were not satisfied that a patient could manage and understand their 
medication. Another participant, Barbara, a carer, noted that the ward pharmacists 
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sometimes sent patients with cognition difficulties home with their medications. In 
Barbara’s experience, the pharmacist advised the patient to obtain a blister pack 
from their community pharmacy. She commented that she had to convince her 
friend to actually obtain the blister pack and to use it at home. Barbara further 
explained that this was difficult because the patient had significant cognition 
problems.  
Participant carers Barbara and Penny noted it was important that carers received 
education about what was available. Barbara considered that written information 
for carers regarding options for support with medications, such as blister packs, 
would be useful. Penny, a healthcare practitioner and carer, commented that it was 
important to respect the person’s right to determine what they wanted regarding 
their medication management at home, and this needed to be part of the 
interaction between healthcare practitioners and patients in discharge medication 
care: 
The other thing is the importance of respecting that older 
person’s right to determine for themselves what they can and 
can’t do. That has to be in that interaction as well [with the ward 
pharmacist at discharge]. You [the healthcare practitioner] do not 
automatically call the family. If there were issues or questions 
about cognition, then that would be the time to follow up. 
 All participants agreed that it was important to contact the family about 
medication management at home only if the person experienced cognitive 
difficulties.  
Support and Education for the Person and Carer. 
All participants discussed support and education for the patient and carer as 
additional important strategies in response to the problem of needing the bed. 
Barbara and Shaun discussed the importance of written information and education 
about recovery for patients. According to Barbara, written information should 
highlight the importance of attending any outpatients’ appointments and the need 
for carers to accompany the patient to outpatients’ appointments. Kay noted that, 
when patients were on a pathway such as following surgery, an information 
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pamphlet regarding recovery was provided. However, in general medicine no 
pathways were available. According to Kay, nurses in general medicine wards 
discussed discharge with the patient verbally and provided some written prompts 
as reminders. Penny reflected that because many patients would not read 
information in detail, written information might not be useful. She added that, due 
to language barriers, written information would not be useful for many culturally 
and linguistically diverse patients.  
Penny and Barbara considered it would be ideal if the patient contacted someone 
by telephone for assistance following their discharge. They noted the contact 
person would need to know what treatment the patient had received and what to 
expect in their recovery. According to Kay, in the existing system patients were 
given the telephone number of the ward and advised that they could contact the 
ward should they need to do so. However, Kay further reflected that, when patients 
contacted the ward following their discharge, it was problematic to provide 
support. This was because the medical practitioners and nurses available on the 
ward were not necessarily the same people who had provided care. She explained 
that practitioners on the ward did not necessarily know the person or their history, 
and it was difficult to check the person’s patient care record due to limited time. 
Barbara responded that the nursing staff at the hospital could contact the person by 
telephone 1–2 days following discharge. She noted nurses could ask the person 
about how they were managing at home, including in regard to their medication 
management, showering and any continuing care issues, as relevant, such as care of 
urinary catheters. Penny added nurses could also talk to carers on behalf of the 
patient when required. Kay responded that it was preferable for the patient to 
contact their GP for support following their discharge because the GP had the 
person’s discharge summary and was following up their care over the long term.  
All participants agreed that caring could be stressful for carers over the long term. 
Penny and Barbara commented that there could be tension within the family and 
different perspectives by family members regarding the best approach to the 
person’s recovery. Barbara emphasised that carers could conduct daily visits to the 
person to check how they were managing at home. According to Barbara, although 
the patient could state that they were independent, they might be independent and 
 171 
safe at home only with the support of the carer. Several participants noted that 
carers needed to advocate for the patient regarding safe transition home. Penny 
and Barbara emphasised carers needed to be involved in discharge assessment and 
planning. However, according to Penny and Barbara, it was difficult for carers to 
attend discharge and transitional care discussions because generally they did not 
know when the discussions would occur. Several participants commented that 
many carers did not understand the healthcare system and did not know what they 
should be advocating for. According to Barbara: 
Carers may need to advocate, but it is also the carer knowing 
what they should be advocating for and what they can advocate 
about, right? 
Penny agreed:  
Exactly. And not knowing the medical system, it is really, really 
tricky. You are kind of stuck on the outside. And we’re pretty 
clued up, but we still don’t know, we are not within the system. 
All participants commented that carers needed considerable emotional support 
from healthcare practitioners in relation to discharge and care transitions of 
patients. According to one carer, Barbara: 
Sometimes the carers themselves need support from the people 
who are making decisions to understand. 
Both carer participants commented that they valued emotional and counselling 
support from case managers in TCP. This was particularly important in regard to 
placement of the person in residential aged care when the person wanted to return 
home. Barbara noted that it was challenging when the person declined to accept 
formal support from healthcare practitioners. However, it was important to respect 
what the person wanted. 
All participants agreed carers needed to know about available services and how to 
contact them. All participants further commented that carers needed to know 
about the importance of building confidence with the person during the first few 
weeks following discharge and transition home. According to all participants, 
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education should include guidance regarding acknowledging and encouraging the 
person when they achieved small steps in their recovery after discharge. 
Principles for Quality Discharge and Transitional Care. 
During the discussions in focus groups 1 and 2, participants discussed eight main 
principles for quality discharge and transitional care that could guide the 
development of the care integration tool.  
1. Healthcare practitioners within the healthcare network need to stay patient-
centred. 
• The patient’s wellbeing and safety need to be the central focus 
despite the pressure for beds and for service navigation 
• There needs to be time for discharge and transitional care planning  
• Healthcare practitioners should ensure that patients have 
adequate time and care to recover after procedures and prior to 
discharge 
 
2. Healthcare practitioners within the healthcare network need to ensure patient 
flow through the healthcare system. 
• Healthcare practitioners need to transition patients to the right 
place at the right time 
• Healthcare practitioners need to ensure that their care emphasises 
helping people to remain in the community wherever possible 
 
3. Healthcare practitioners within the healthcare network need to use 
multidisciplinary teams and aged care expertise to: 
• Make the right decision the first time regarding the discharge and 
transition care plan 
• Assess patients’ discharge and transitional care needs  
• Screen and assess patients regarding their cognition, mobility and 
risk of falling, and side effects of discharge medications 
• Ensure the patient is medically stable before an accurate assessment 
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can be made of their baseline functional and cognitive status 
• Navigate services to transition patients to the best location and an 
appropriate sub-acute care or community-based service – one that 
serves the patient’s purpose, ideally to support them in the home 
 
4. Healthcare practitioners within the healthcare network, patients, carers and 
families, and community-based practitioners need to communicate and relate 
respectfully, effectively and empathetically with each other.  
• Doctors, nurses and allied health professionals need to introduce 
themselves to patients and carers, and engage patients and carers in 
conversations about their care 
• When at the bedside, doctors, nurses and allied health practitioners 
should not talk about the patient as if the patient is not in the room 
• Healthcare practitioners need to acknowledge visitors/carers and 
patients in interactions, including assessments, and find out from 
the patient whether it is acceptable to have assessment 
conversations in front of visitors/carers 
• Health network–based healthcare practitioners need to 
communicate with and listen to community-based practitioners in 
discharge and transitional care assessments and plans 
• The GP and the patient should have the patient’s discharge 
summary ready at discharge 
• The discharge summary should be sent to relevant community 
services  
• To promote patients’, families’ and carers’ trust in medical 
practitioners, patients should be pre-warned to expect interactions 
with multiple medical practitioners. Patients should be advised 
about the meaning of the different doctors’ titles and roles, such as 
intern, registrar and consultant 
• Healthcare practitioners in in-patient settings should be respectful 
of patients’ private belongings when packing them up during quick 
discharges 
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• Healthcare practitioners should be supportive of the patient, carers 
and family when they discuss decisions that they have made 
regarding permanent placement and the safety needs of the person 
• Healthcare practitioners need to be aware of how patients might 
feel about discharge and transitional care decisions that are 
inconsistent with their wishes 
• For patients with memory loss – healthcare practitioners must 
communicate with family and carers about where the patient is 
being transitioned and why 
 
5. Healthcare practitioners within the healthcare network should involve the 
patient, family and carers in discussions about discharge and transitional care 
decisions. 
• Patients’ rights to determine for themselves what they can and 
cannot do in their ongoing care should be respected  
• Family/carers should only make discharge and transitional care 
decisions on behalf of the patient when there are issues with their 
cognition 
• Healthcare practitioners need to listen to patients, family and carers 
and work together with the patient, family and carers 
• Patients need to understand the meaning and purpose of 
assessments 
• Healthcare practitioners should listen to patients carefully during 
discharge and transitional care assessments 
• Patients need to understand the reason why they are transitioned to 
a particular program in sub-acute or community-based care 
• As changes occur, ward staff should communicate with the patient 
and carers/family regarding changes in transitional care plans. 
Carers and families need to know the discharge and care transition 
plan during the hospital admission 
• To obtain information about discharge and transitional care plans, 
carers and families need to know who to contact on the wards. So 
 175 
carers know who to ask about discharge and transitional care plans, 
there should be a noticeboard at the bedside where practitioners’ 
names are noted 
• Healthcare practitioners should talk to the person, families and 
carers and provide clear explanations regarding discharge and 
transition plans in terms of: 
o Available options 
o The safest options 
o A sustainable plan 
o The risks for the person 
o The back-up plan if the person or carers cannot manage safe 
care at home 
 
6. Patients need quality and safe medication care and preparation at discharge 
including: 
• Assessment by the ward pharmacist regarding medication 
management and how the patient manages their medicines at home 
• Clear lists of medications to use as a guide 
• Education regarding their medication regime  
• A week’s supply of medication to go home with 
• To determine for themselves what they can and cannot do in regard 
to their medication management. Family/carers should only be 
involved with medication management decisions when there are 
issues with the patient’s cognition or sensory difficulties (problems 
with eyesight, hearing, touch) 
• Carer involvement in medication assessment in consultation with 
the patient and pharmacist at the bedside, at the time of discharge, 
when patients have cognitive difficulties  
 
7. Patients, carers and families need education and support, including emotional 
support, in regard to discharge and care transitions.  
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• Patients, carers and family may need to be educated to be proactive 
and assertive when they ask/contact healthcare practitioners on the 
ward regarding the planned discharge 
• Patients, carers and family may need to be educated about what to 
expect, available supports at home and about how to access and 
advocate for supports at home: 
o To expect that the first few weeks at home after hospital 
discharge may be very challenging for the person and they will 
need encouragement to regain their confidence at home 
o To know what to expect in recovery and how to manage their 
continuing healthcare, including how to manage symptoms, who 
to contact regarding questions and problems, further medical 
appointments and why medical follow-up care is important 
o To know how to advocate for personal care provided through 
sub-acute care and community-based care programs 
o To know how to advocate for medication supports such as 
blister packs from community pharmacies 
o To know how to advocate for community-based services and 
programs such as through councils and how to arrange for 
visiting services at home 
o How to access personal alarms for safety at home 
 
8. Ideally, a healthcare practitioner based in general practice should provide 
follow-up contact after discharge from hospital. This should include contacting 
the patient as part of an assessment regarding how they are managing their 
care needs at home. This contact person should be available for the patient to 
contact by telephone regarding any questions or difficulties. The healthcare 
practitioner providing follow-up contact should: 
• Know the patient’s name, UR number and medical history including 
what happened to the person in hospital 
• Be in contact with the patient’s GP providing medical care to the 
person over the long term 
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• Check on the person by telephone, or with their carer if necessary, 
in the first week following discharge regarding how they are 
managing their ongoing care, including: 
o Have they picked up their medications? 
o Are they able to shower safely? 
o Are they comfortable with any technical care such as indwelling 
urinary catheters?  
 
Following consideration of the eight principles identified from co-design focus 
groups 1 and 2, ten domains were considered for inclusion in the care integration 
tool: Time; Relationship; Admission; N(Kn)owing and memory; Services at home; 
Injury risk at home; Tablets and medicines; Instruction and education; Organisation 
of discharge; and Needs and concerns. In discussion with my three supervisors, we 
agreed that the care integration tool should be used in acute care by practitioners 
and also by patients and carers to prompt discussion about transitional care needs. 
The draft prototype care integration tool, TRANSITION (see Table 10) was presented 
to participants in co-design focus group 3. 
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Table 10  
Prototype TRANSITION Tool and Suggested Additional Prompts and Questions 
Domain Explanation and potential questions Suggested additional prompts & questions 
Time Making time to ask questions and listen 
• Making time to ask questions about being on the ward, preparing 
to leave the ward and being at home  
Nil 
Relationship Getting to know the person and family/carer  
• Does the person have family/carer?  
• Can the carer provide care?  
Nil 
Admission Introduction to the ward and what to expect 
• Staff introduce themselves; if they don’t, the patient and carer 
should introduce themselves to the staff, including the medical staff 
• Many different doctors and nurses may see them 
• Meaning of the different doctors’ titles 
• Roles of allied health practitioners and how they can help  
• Communication board by the bedside – noting key contact for the 
person and carer/family  
• You are allowed to ask questions about your 
care including medical care and test results 
• What do you need to know about why you are 
in hospital? 
• What do you need to know about what is 
happening during this admission? 
N(Kn)owing and 
memory 
What is the person’s memory like?  
• What is the person’s memory like? 
• How does the person function at home with remembering to do the 
usual things? 
o Making a hot drink, making a meal, eating, sleeping, 
conversation, getting out of bed and getting dressed 
• Memory can fluctuate due to cognition 
problems, dementia, stress of being in hospital 
• When people are stressed, their capacity to 
learn and remember new information is 
limited; information may need repeating 
• Healthcare practitioners may ask formal 
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appropriately for weather and activity? 
• How does the person remember to take their medicines?  
questions as part of a cognition screen 
Services at home Who visits already and who might need to visit?  
• Who normally visits at home to assist with care? 
• Is there a need for formal services at home after discharge? 
• Do services need to visit more regularly in the immediate follow-up 
period at home?  
• Does the person live alone – they may need a little more assistance 
at home to fully recover? 
• Where many supports (formal and informal) 
are visiting, a referral to the ward social worker 
may be required 
Injury risk at 
home 
What is the home environment like?  
• Hazards and risks at home? 
o Stairs, rugs, clutter creating tripping risks? 
• How does the person move around their home?  
• Do they fall? 
• Do the person and carer know about safety alarms at home and 




How does the person manage their medicines?  
• How does the person manage to take their medicines? 
• Who helps them to take their medicines? 
• Do they know about aids from their local chemist that can help, 
such as dose-administration containers and blister packs? 




What do the person and family need to know for them to look after 
themselves at home and be safe?  
• Provide information to patients and carers at 
discharge about whom they have been 
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• Do the person and carer know whom to ask questions about 
discharge?  
• Do the carer and person know what services or resources they 
might be eligible for at home?  
• Do the person and carer know how the aged care system operates 
and how to use it?  
• Acknowledge how well the person and carer are doing; 
encouragement, a positive attitude and acknowledging the small 
steps are important  
referred to for assistance at home 
• Provide information to patients or carers about 
how services fit together: What does the 
service provide? Is the service provided by the 
hospital or by State or Commonwealth 
governments? Who gets access to the service? 
Is the service time limited? 
• Provide information to patients or carers about 




At what stage of development is the plan? Do the person and family 
know about it?  
• What is the discharge plan at this stage? 
• Have the person and carer been involved in the discharge plan? 
• Has the carer/family been notified of changes in the discharge 
planning? 
• Where is the person going to go?  
 
Needs & concerns Are there any other concerns about being in hospital, about going 
home?  
• Any other concerns about discharge and going home? 
• Any concerns about being at home? 
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Findings from Co-design Focus Group 3 
The student researcher presented the TRANSITION tool to participants who, after 
discussion, endorsed it as a potential tool for use in acute in-patient care to guide 
transitional care. The acronym TRANSITION was received positively; for example, 
Penny commented: 
I think the concept of the word [TRANSITION] and using that as an 
[acronym], I really like that, it’s very outside the box. 
The other participants agreed that it could be a useful tool to guide discussions 
about transitional care needs by patients, carers and healthcare practitioners in 
acute wards. 
Participants considered a number of implementation factors and suggested 
modifications in the form of additional prompts and questions. Participants 
considered potential use of the tool and implementation factors. The following 
summarises their suggestions and feedback about the tool and how it could be 
applied in practice. 
Potential Use of TRANSITION. 
1. TRANSITION should be about supporting the health and wellness of the person 
and their carer/s. 
2. TRANSITION could be used as an acronym and mnemonic to prompt 
consideration of and discussion about relevant discharge and transitional care 
needs. Multiple practitioners could use the tool for screening and assessment 
prompts and for handover. TRANSITION could improve the consistency of 
practice between healthcare practitioners in acute care in regard to discharge 
and transitional care. 
3. Nurses in the acute setting already conduct an initial screening and assessment 
when a patient is admitted. However, changes in a patient’s needs may not be 
identified in a timely way across their hospital admission in acute care. The 
patient’s ultimate needs can be different from what was expected initially. 
TRANSITION has application for ongoing screening of patients’ needs 
throughout their stay in acute care. 
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4. TRANSITION has application for patients and carers to support their 
participation in discussions about their discharge and transitional care.  
5. TRANSITION has the potential to improve the involvement of patients and 
carers in transitional care–related discussions, and to support patients’ and 
carers’ confidence to engage in transitional care–related discussions and have 
access to information about their discharge and care transition. Patients and 
carers have a lot to contribute to their care. 
6. TRANSITION could assist and guide healthcare practitioners in acute care to 
support patients and carers to feel confident and comfortable to engage in 
questioning and discussion about their discharge and care transition.  
7. TRANSITION could be used in conjunction with a whiteboard (as a 
communication board) with information to support patients’ and carers’ 
orientation to the ward environment. Relevant information could include the 
date and the name of their main medical practitioner. 
Participants further considered a number of implementation factors. 
Implementation Factors. 
1. TRANSITION could be printed for easy reference and access: 
• On a card for staff to wear on their lanyards 
• On posters to be located in patients’ rooms and in the staffroom on the 
ward 
2. TRANSITION needs to be sensitively implemented to avoid causing additional 
worry to patients and carers that they will be sent home when they are unwell. 
They should be welcomed to the ward at admission and introduced to what to 
expect during their admission and what to expect during their discharge and 
care transition. TRANSITION should be framed in this way by the nursing staff.  
3. Patients and carers need access to TRANSITON prompts during their admission. 
4. TRANSITION could be printed on a card and placed in the admission pack of 
information for patients and carers when they are admitted to the ward. 
The TRANSITION tool, including suggested additional prompts and questions elicited 
during co-design focus group 3, is presented in Table 10. 
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Summary 
In this chapter, the findings from the three co-design focus groups have been 
presented in relation to the second research question: 
Following a constructivist methodology, what processes and strategies can 
users employ to optimise their experiences in transitional care across 
trajectories of acute, sub-acute and community programs and settings? 
In the first and second co-design focus groups, findings from the context inquiry 
were presented to guide discussion. Following thematic analysis of the co-design 
focus group interviews, participants perceived the transitional care problem of the 
need for the bed. Participants perceived that five social processes were used in 
response to this problem: navigating discharge and care transition; proactive 
communication; coordination of transitions; medication care; and support and 
education for the person and carer. 
In focus groups 1 and 2, participants further commented on the ‘must haves’ in 
discharge and transitional care. From these data, the student researcher has 
derived eight principles for quality discharge and transitional care for older people 
from hospital to home. 
Drawing on these eight principles, the student researcher has identified ten 
domains for practice improvement and developed the care integration tool. The ten 
domains forming TRANSITION are prompts for discussion by acute-care 
practitioners, including nurses, and patients and carers regarding discharge and 
transitional care. These ten domains are: Time; Relationship; Admission; 
N(Kn)owing and memory; Services at home; Injury risk at home; Tablets and 
medicines; Instruction and education; Organisation of discharge; and Needs and 
concerns. Accordingly, the TRANSITION tool is designed to improve the 
development of rapport and the acquisition of accurate and up-to-date information 
during an acute-care admission by acute-care practitioners. TRANSITION is designed 
to improve screening of transitional care needs by acute-care practitioners in an 
ongoing manner during the admission, for identification of actual and potential 
problems and referral to the multidisciplinary and aged care assessment teams. 
TRANSITION is also designed to improve communication and relationships between 
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patients, carers and healthcare practitioners in acute care. The TRANSITION tool 
includes prompts and questions that patients, carers and families can use at any 
time during an admission to acute care to initiate and advocate for important 





Supporting Shared Understandings and 
Assessments: TRANSITION 
In this chapter, I discuss my findings in relation to previous research with an 
emphasis on how this study expands understandings of transitional care for older 
people living with chronic health problems. First I present a summary of the study 
findings including discussion and comment on how the findings have informed 
development of the care integration tool TRANSITION. I then discuss the findings in 
relation to the research literature and Heidegger’s theories of Care and Temporality 
in three sections: problem and solution orientation for patients and carers; problem 
and solution orientation for healthcare practitioners; and development of 
TRANSITION. I then explain the study recommendations in relation to practice and 
research, education and policy. Limitations of the study are presented prior to the 
concluding comments.  
Summary of Findings 
Findings from the 20 semi-structured interviews with 26 patients and carers in the 
context inquiry reflect the need for patients to become independent in their care 
transition. Patient and carer participants perceived a range of social processes that 
supported their independence at home after hospital discharge: supportive 
relationships with carers; caring relationships with healthcare practitioners; seeking 
information; discussing and negotiating the transitional care plan; and learning to 
self-care. In regard to written discharge information, findings from the audit of the 
patient care record are similar to some of the interview findings for patients and 
carers. During the semi-structured interviews, many patients and carers noted 
receiving discharge education and written information. Findings from the audit of 
the patient care record indicate that most patients received written discharge 
information. Some patients in the acute ward received some support regarding 
rehabilitation and all patients recruited from the GEM ward received rehabilitation 
support in preparation to return home. Most patients received assessment and 
planning regarding their transitional care and some received further support at 
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home from a sub-acute care program. Most patients’ discharge summaries were 
sent to their GPs. 
Findings from the context inquiry of 47 semi-structured interviews with 48 
healthcare practitioners indicate that participants perceived the pressure to get 
patients quickly yet safely through the system as problematic. Participant 
healthcare practitioners perceived that a range of social processes assisted them to 
address this problem: involving a multidisciplinary team; following up in their own 
environment and involving the person; and engaging carers and family. In the 
context inquiry, all patient participants and most carers noted the theme of needing 
to become independent. Pressure to get patients quickly yet safely through the 
system was perceived by all healthcare practitioner participants in the context 
inquiry across acute, sub-acute and community-based programs. Most participant 
patients and carers, and healthcare practitioners perceived that they employed 
similar social processes, as reflected in the remaining themes for each participant 
group, in addressing their relevant problem in transitional care. This suggests high 
saturation of the data. 
Findings from the three co-design focus groups with 7 participants including a 
patient, carers and healthcare practitioners from acute, sub-acute and community-
based care programs are similar to those for healthcare practitioners in the context 
inquiry interviews. Focus group participants suggested that healthcare practitioners 
experienced the problem of the need for the bed. The need for the bed was similar 
to the pressure to get patients quickly yet safely through the system in the sense 
that both themes describe healthcare practitioners’ need to focus on fast 
throughput in order to maximise bed availability. Focus group participants 
considered that healthcare practitioners used numerous social processes in 
response to this problem: navigating discharge and care transition; proactive 
communication; coordination of transitions; medication care; and support and 
education for the person and carer.  
I have drawn on these findings from the context inquiry and from the co-design 
focus groups to develop a care integration tool: TRANSITION, to support transitional 
care. Participants in the third and final co-design focus group endorsed this tool and 
suggested modifications. TRANSITION is designed as an acronym and memory 
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prompt to be used by practitioners in acute care and also by patients and carers to 
initiate questioning, discussion, negotiation and assessment about transitional care 
needs. It is anticipated that dialogue and social interactions initiated by patients and 
carers, guided by TRANSITON, should improve user experiences of care transition 
from hospital to home. It is also anticipated that improved dialogue and questioning 
guided by TRANSITION could assist healthcare practitioners in acute care to screen 
and assess their patients’ transitional care needs across the in-patient length of 
stay, for referral to multidisciplinary and aged care teams. 
Problem and Solution Orientation: Patients’ and Carers’ 
Perspectives 
Patients who were interviewed were compared on age and gender with those who 
were recruited but not interviewed, with no statistically significant differences 
found, suggesting no differences in these demographic variables. Patients were on 
average aged in their 80s, while carers were on average a younger age of 68.9 
years. Most patients spoke English at home and just over half were born in 
Australia. Most carers were born in Australia. Most patients received the old age 
pension or part-pension. All patients reported that they had an informal carer, 
usually a daughter, son or spouse, and most patients lived alone with informal 
support from family. Demographic data indicate that patients and carers were a 
largely Anglo-Australian participant group with middle-income socio-economic 
status. 
Needing to Become Independent. 
Needing to become independent emerged in the context inquiry as the problem 
requiring solution for patient care transitions from hospital to home. This indicates 
that, for older people who are dependent on others for care while in hospital, 
regaining independence is an important continuing care need and is the goal of 
their recovery. Needing to become independent was the priority for all patients and 
for many carers, suggesting that returning to independence was important and 
therefore meaningful to them in their experiences of transitional care.  
Needing to become independent supports findings identified in the meta-synthesis 
review in Chapter Four, where user experience of transitional care was a social 
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process of negotiation and navigation of independence for older people and carers 
(Allen et al., 2017). The need for patients and carers to become independent is a 
consistent finding in many other qualitative research studies exploring user 
experience in transitional care (Armitage & Kavanagh, 1995; Armitage & Kavanagh, 
1996; Bull, 1992, 1994; Bull & Roberts, 2001; Byrne, Orange, & Ward-Griffin, 2011; 
Chapin, Chandran, Sergeant, & Koenig, 2014; Coleman et al., 2002; Foust, Vuckovic, 
& Henriquez, 2012; Graham et al., 2009; Grimmer et al., 2004; Huby, Brook, 
Thompson, & Tierney, 2007; LeClerc et al., 2002; McWilliam, 1992; McWilliam & 
Sangster, 1994; Procter et al., 2001; Rydeman & Tornkvist, 2006; Rydeman & 
Törnkvist, 2010; Zakrajsek, Schuster, Guenther, & Lorenz, 2013). Needing to 
become independent also aligns with transitional care interventions promoting 
independence, as identified in the systematic review presented in Chapter Three 
(Allen et al., 2014). These interventions include the US Care Transitions 
Intervention, which promotes independence through self-management, and the US 
Transitional Care Model, which promotes independence with support. Both 
interventions have been positively endorsed by patients and carers, and have 
reduced hospital readmission rates (Coleman et al., 2005; Coleman et al., 2006; 
Naylor et al., 2004; Naylor et al., 1999; Naylor & Keating, 2008).  
The theme of needing to become independent resonates with Heidegger’s 
conceptualisation of Care, understood as concernful engagement with the world 
(Heidegger, 2008; Inwood, 1997; Johnson, 2000). Through the structure of Care, 
humans have possibilities of becoming, taking a position in relation to their lives 
and acting on their world with purpose. Possibilities of becoming, as theorised in 
the structure of Care, form part of the horizon against which humans interpret the 
meaning of their experiences and take purposeful action in their world (Heidegger, 
2008; Inwood, 1997; Johnson, 2000). In the current study and highlighted in 
previous research (Allen et al., 2017), becoming independent was particularly 
meaningful to many older people and carers in their experiences of care transitions. 
From the perspective of Heidegger’s philosophy of Care, this suggests that many 
older people living with chronic diseases may be orientated towards the future in 
their care transitions, which they perceive positively as the possibility of becoming 
independent and actively engaged in their own care (Inwood, 1997; Johnson, 2000).  
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Being an independent adult is a socially constructed and normalised identity in 
Western cultures (Brocklehurst & Laurenson, 2008; Uhlenberg, 2013). This may 
partly account for the value and meaning that many patients and carers in the 
current study placed on needing to become independent in their experiences of 
transitional care. In other studies, investigators have found that independence was 
important to older people living in the community both with and without support 
(Algilani, Östlund-Lagerström, Schoultz, Brummer, & Kihlgren, 2016; Black & Dobbs, 
2015; Walker, Johns, & Halliday, 2015). In these studies, participants valued health 
and optimal functioning because they perceived that health and functioning 
supported their independence and autonomy. In studies by Algilani et al. (2016) and 
Black and Dobbs (2015), participants valued their independence in a more 
conscious manner than when they were younger. According to these researchers, 
this was because older people appraised the meaning of their independence with 
greater awareness than when in their youth due to being closer in time to their 
death (Black & Dobbs, 2015). This view resonates with Heidegger’s 
conceptualisation of time as forming a horizon against which humans interpret the 
meaning of their experiences (Earle, 2010; Heidegger, 2008; Johnson, 2000). From 
this perspective, patients and many carers in the current study may have prioritised 
needing to become independent in their experience of transitional care against a 
background horizon of time. 
Solutions: Supportive Caring Relationships and Self-Management. 
In this study, patients’ and carers’ solutions are understood as social processes 
directed at needing to become independent. Patients were dependent on others 
due to their acute illness and in their recuperation. They were dependent on others 
during hospitalisation in either acute or GEM wards, or when they were assisted at 
home with support from carers. In being dependent, patients prioritised quality 
caring relationships: supportive relationships with carers, characterised by the three 
sub-themes of practical support, emotional support and reassurance, and carer 
support preventing readmission. Patients and carers also valued caring relationships 
with healthcare practitioners, characterised by the three sub-themes of feeling 
cared for as a person, feeling included and respected, and experiencing consistent 
and reliable care. However, patients and carers could also be active self-managers, 
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as reflected in the three themes of seeking information, discussion and negotiating 
the transitional care plan, and learning to self-care.  
Patients’ and carers’ solutions replicate previous research findings, as presented in 
Chapters Three and Four (Allen et al., 2014; Allen et al., 2017). In the theme of you 
adjust somehow from the meta-synthesis review, older people and carers also 
perceived that support from carers and from healthcare practitioners, and learning 
to self-manage supported their efforts to negotiate and navigate their 
independence (Armitage & Kavanagh, 1995; Bull, 1992, 1994; Byrne et al., 2011; 
Chapin et al., 2014; Coleman et al., 2002; Foust et al., 2012; Grimmer et al., 2004; 
Huby et al., 2007; LeClerc et al., 2002; McKeown, 2007; Procter et al., 2001; 
Rydeman & Törnkvist, 2010; Zakrajsek et al., 2013). Support from carers and 
healthcare practitioners, and self-management were emphasised in previous 
studies about the effectiveness of transitional care interventions with good patient 
satisfaction ratings and reductions in readmission rates (Coleman et al., 2006; 
Hansen et al., 1995; Legrain et al., 2011; Naylor et al., 1994; Naylor, 1990; Naylor et 
al., 2004; Naylor et al., 1999). 
In this study, findings from the context inquiry’s semi-structured interviews with 
patients and carers, and findings from previous research, provide some insight into 
what it is like to be a patient and carer living with chronic health difficulties and 
needing to find strategies and solutions to become as independent as possible in 
transitional care from hospital to home. These findings improve understanding 
about what is meaningful to some patients and carers, and could guide new 
interventions and approaches to support better user experiences in transitional 
care. Interventions and approaches that are focused on supportive and caring 
relationships with carers and healthcare practitioners, and on self-management 
strategies could improve user experiences of transitional care.  
However, in the current study participating healthcare practitioners prioritised the 
pressure to get patients quickly yet safely through the system. The two themes of 
needing to become independent and pressure to get patients quickly yet safely 
through the system suggest two competing needs. These priorities and goals were 
meaningful in transitional care experiences for patients and carers on the one hand, 
and for healthcare practitioners on the other. From the perspective of user 
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experience, this presents a potential dilemma in transitional care. I next discuss the 
potential dilemma in transitional care further in relation to healthcare providers’ 
problem and solution orientation. 
Problem and Solution Orientation: Healthcare Practitioners’ 
Perspectives 
Findings regarding healthcare practitioners’ perspectives have emerged from the 
context inquiry and from the co-design focus groups. Most healthcare practitioners 
who participated in the semi-structured interviews were in their mid-40s and 
female, and were nurses, medical practitioners or allied health practitioners. Most 
health practitioner participants were born in Australia and were educationally 
prepared at a minimum of Bachelor’s degree level. These demographic data 
indicate that healthcare practitioners participating in the context inquiry across all 
programs and settings were from diverse disciplines and settings in health and 
social care, largely female and well educated. 
Three co-design focus groups were conducted with seven participants including a 
patient, carer, a participant in the role of both a carer and healthcare practitioner, 
and healthcare practitioners and providers from acute, sub-acute and community-
based organisations with backgrounds in nursing, social work and public health. 
Participants were aged on average in their 50s, most were female and most were 
born in Australia. 
Pressure to Get Patients Quickly Yet Safely Through the System 
and Needing the Bed. 
In the context inquiry, all participating healthcare practitioners perceived the 
pressure to get patients quickly yet safely through the system as the problem that 
required solving in their provision of transitional care. The pressure to get patients 
quickly through the system and the need to do this safely both orientated 
transitional care provision for participating healthcare practitioners and were the 
priority and goal of care from their perspective. According to the focus group 
participants, needing the bed was the key problem that needed to be solved in 
transitional care. Participants in the co-design focus groups perceived a similar 
problem to healthcare practitioners in the context inquiry. This suggests healthcare 
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practitioners perceived transitional care provision in relation to the efficiency and 
risk-minimisation needs of the healthcare system. This further indicates that 
healthcare practitioners also emphasised the safety needs of individual patients in 
transitional care provision.  
Efficiency and risk-minimisation needs of healthcare systems are related to fiscal 
requirements of policymakers and governments in response to increasing demand 
for healthcare services due to the ageing population and increases in chronic 
disease (Naylor et al., 2011; Productivity Commission, 2011b; World Health 
Organisation, 2015; Zuckerman et al., 2016). Efficiency, counterbalanced against 
safety and risk, is an important indicator of healthcare quality that aims to maximise 
availability of public resources and healthcare infrastructure (Australian 
Commission on Quality and Safety in Healthcare, 2010, 2011; Department of Health, 
2011; Institute of Medicine, 2001; Productivity Commission, 2013). These priorities 
for healthcare systems were reflected in previous intervention effectiveness studies 
in transitional care that have predominantly measured outcomes of hospital 
readmission rates and length of stay (Allen et al., 2014).  
The themes of pressure to get patients quickly yet safely through the system and 
needing the bed could reflect healthcare practitioners’ prioritisation of resource and 
safety management in health and transitional care in order to maximise bed 
availability for other patients in other areas of the system, such as those waiting for 
a bed in emergency departments. Participants’ perceived problems from the 
context inquiry with healthcare practitioners and co-design focus groups could 
further reflect their prioritisation of safety in transitional care in order to prevent 
hospital readmission and manage demand for hospital beds. 
The theme of pressure to get patients quickly yet safely through the system 
highlights healthcare practitioners’ experiences of frustration and disappointment 
with poor transitional care. This was apparent within the sub-themes: fast hospital 
discharge and transition to the right place; so many systems, so many programs; 
disconnected transitional care; and it is not enough, they re-present. In this study, 
healthcare practitioners expressed the disappointment they felt when ineffective 
transitional care threatened the person’s independence and safety at home, and 
resulted in their readmission to hospital. They further commented that they wanted 
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to provide transitional care in accordance with the patient’s wishes, even when 
they considered that this compromised the person’s safety and could result in 
hospital readmission. This suggests that they valued person-centred priorities and 
goals.  
Previous researchers have also found that healthcare practitioners want to provide 
person-centred transitional care for older people, and value and prioritise 
individualised care and patients’ wishes and goals (Armitage & Kavanagh, 1995; 
Armitage & Kavanagh, 1996; Bull & Roberts, 2001; Chapin et al., 2014; McWilliam, 
1992). Effectiveness studies have included identification and consideration of 
patients’ goals as part of quality transitional care interventions (Allen et al., 2014). 
Patient and carer goals are central to the US Care Transitions Intervention (Coleman 
et al., 2006; Parry et al., 2003) and US Transitional Care Model (Naylor et al., 2004; 
Naylor et al., 1999).  
When considered in connection with prior research and policy literature regarding 
efficiency and risk-minimisation needs of healthcare systems, and research findings 
regarding individualised goals, the themes pressure to get patients quickly yet safely 
through the system and needing the bed suggest complex problem orientations for 
healthcare practitioners in transitional care. This is because both themes reflect 
multiple meanings including the need for efficient, accessible and safe healthcare 
systems, and also the need for person-centred care in accordance with patients’ 
wishes. These multiple meanings could present healthcare practitioners with a 
dilemma in terms of the priorities and goals orienting transitional care practice.  
The potential dilemma of competing goals and priorities of bed management and 
person-centred care is also highlighted in Chapter Four in the meta-synthesis review 
themes who is taking care of what, trying to work together and falling short of the 
mark (Allen et al., 2017). In the meta-synthesis review, the dilemma presented in 
the different goals of bed and resource management, and person-centred 
transitional care contributed to difficulties in service coordination and 
understanding of different roles and responsibilities for healthcare practitioners in 
different settings and programs (Armitage & Kavanagh, 1995; Armitage & Kavanagh, 
1996; Bull, 1994; Bull & Roberts, 2001; Chapin et al., 2014; Coleman et al., 2002; 
Graham et al., 2009; Grimmer et al., 2004; LeClerc et al., 2002; McWilliam, 1992; 
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McWilliam & Sangster, 1994; Procter et al., 2001; Rydeman & Tornkvist, 2006; 
Zakrajsek et al., 2013). In the meta-synthesis review, the dilemma presented in the 
different goals of bed and resource management, and person-centred transitional 
care further contributed to unmet needs and self-management following hospital 
discharge (Armitage & Kavanagh, 1995; Coleman et al., 2002; Graham et al., 2009; 
Grimmer et al., 2004; LeClerc et al., 2002; McKeown, 2007; McWilliam, 1992; 
McWilliam & Sangster, 1994; Procter et al., 2001; Rydeman & Tornkvist, 2006; 
Rydeman & Törnkvist, 2010; Zakrajsek et al., 2013). 
The themes pressure to get patients quickly yet safely through the system and 
needing the bed and the meanings inherent to these themes of the need for 
resource management and the need for person-centred care resonate with 
Heidegger’s conceptualisation of Care (Heidegger, 2008; Inwood, 1997; Johnson, 
2000). In transitional care, healthcare practitioners are thrown into a pre-existing 
world of heightened demand for health services and need for fast throughput. This 
pre-existing social and organisational context of healthcare could construct their 
interpretation of the meaning of their experiences. The themes pressure to get 
patients quickly yet safely through the system and needing the bed further suggest 
that healthcare practitioners are oriented towards possibilities of transitioning 
patients quickly and safely through the system to prevent future readmission. This 
aligns with Heidegger’s conceptualisation of becoming and the possibilities of acting 
on the world with purpose (Heidegger, 2008; Inwood, 1997; Johnson, 2000). The 
pressure to get patients quickly yet safely through the system and needing the bed 
further resonate with Heidegger’s conceptualisation of being alongside others 
(Heidegger, 2008; Inwood, 1997; Johnson, 2000). In being thrown into the world 
and in the possibility of becoming in the world, healthcare practitioners are actively 
engaged with other people and understand the being of others in relation to their 
world, and also the being of themselves in relation to their world. In being alongside 
others, healthcare practitioners could understand the value and the meaning of 
available healthcare on behalf of communities, and also the value and meaning of 
person-centred care for individual patients on behalf of themselves. 
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Solutions: Navigating and Negotiating Care Transitions for System 
Efficiencies and for Patients. 
Findings from the context inquiry and co-design focus groups suggest that 
participant healthcare practitioners employed a range of different social processes 
as solutions to the pressure to get patients quickly yet safely through the system 
and needing the bed. Findings from the context inquiry with healthcare 
practitioners – involving a multidisciplinary team and following up in their own 
environment – and from the co-design focus groups – navigating discharge and care 
transition, proactive communication, and coordination of discharges and transitions 
– indicate that multidisciplinary and aged care teams were vital in problem-solving. 
Participants perceived that this problem-solving occurred through teamwork, 
managing the multiple transitional care needs of the person and designing safe 
transitional care plans to utilise and navigate available program options within the 
health system.  
Findings further suggest that healthcare practitioners based outside the health 
network, such as community-based practitioners including GPs, were dependent on 
the health network and multidisciplinary teams for accurate transitional care 
assessments, plans and decisions. Yet community-based practitioners were outside 
the health network and outside the multidisciplinary teams. They perceived 
difficulty in contributing their knowledge of the patient living in the community and 
they considered that this reduced the accuracy of transitional care assessments, the 
relevance of the plans and the appropriateness of decisions. Community-based 
practitioners used strategies to access multidisciplinary teams, such as finding a 
person who could be a point of contact within the health network, and written 
discharge summaries. Practitioners based in the health network agreed that 
involving practitioners in the community was difficult and they also used strategies 
to try to overcome this, such as liaison staff and communication strategies of 
written discharge summaries.  
When considered from the perspective of the organisation of health services, these 
findings show that many healthcare practitioners across acute, sub-acute and 
community programs were very involved in navigating and coordinating complex 
and fragmented programs and healthcare systems, and therefore in managing 
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healthcare resources. This finding is replicated in other research (Allen et al., 2014; 
Allen et al., 2017). In this sense, participating healthcare practitioners who were 
mainly in clinician roles across acute, sub-acute and community programs including 
general practice were heavily engaged in managing healthcare budgets on behalf of 
health services managers, governments and policymakers.  
Findings from the context inquiry with healthcare practitioners – involving the 
person and engaging family – and from the co-design focus groups – discharge 
medication care, and support and education for the person and carer – indicate that 
healthcare practitioners across acute, sub-acute and community-based programs 
and settings encouraged patients and carers to be proactive and take initiative in 
their own transitional care. According to many healthcare practitioner participants 
in both the context inquiry and co-design focus groups, they engaged patients and 
carers in their transitional care through trusting, supportive and caring 
relationships, motivational discussions and self-care education in regard to 
medications and other areas as relevant to the person’s continuing care.  
These findings regarding healthcare practitioners’ solutions to pressure to get 
patients quickly yet safely through the system and needing the bed resonate with 
the findings from the systematic reviews presented in Chapters Three and Four 
(Allen et al., 2014; Allen et al., 2017). Prior studies have also emphasised the need 
for multidisciplinary approaches in transitional care, service navigation and 
coordination, communication, education and involvement of patients and carers in 
navigating their own transitional care and self-management. The findings of the 
systematic review also emphasise screening and assessment, shared decision-
making with multidisciplinary and aged care teams, involvement and engagement 
of patients and carers, medication care, service navigation, education and 
community-based follow-up as important elements and processes in quality 
transitional care (Allen et al., 2014).  
The current study expands understanding about approaches supporting the need 
for both person and family-centred care and the need for efficient healthcare 
systems. This is because it has been found that discussion and negotiation in 
transitional care between healthcare practitioners, patients and carers were vital 
solutions to the different problem orientations between patients, carers and 
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healthcare practitioners, and related dilemmas, across acute, sub-acute and 
community-based programs and settings. Findings indicate that healthcare 
practitioners were required to employ diverse solutions in transitional care, in 
addition to attending to their respective areas of focus and specialisation. This was 
because transitional care of older people living with chronic health problems was 
part of mainstream care and therefore core healthcare business, in acute as well as 
sub-acute and community-based programs. 
Improving User Experiences: TRANSITION 
Findings from both the context inquiry and co-design focus groups have indicated 
areas for service improvement and principles to guide development of the care 
integration tool. In the context inquiry, participant healthcare practitioners 
perceived that improved assessment information in hospital and improved 
information exchange between hospital and community-based practitioners would 
strengthen transitional care. During the discussions in co-design focus groups 1 and 
2, participants articulated eight main principles for quality discharge and 
transitional care that guided the development of the care integration tool:  
1. Healthcare practitioners within the healthcare network need to stay patient-
centred 
2. Healthcare practitioners within the healthcare network need to ensure patient 
flow through the healthcare system 
3. Healthcare practitioners should use multidisciplinary teams and aged care 
expertise to accurately screen and assess transitional care needs and navigate 
continuing care programs 
4. Healthcare practitioners within the healthcare network, patients, carers and 
families, and community-based practitioners need to communicate and relate 
respectfully, effectively and empathetically with each other 
5. Healthcare practitioners within the healthcare network should involve the 
patient, family and carers in discussions about discharge and transitional care 
decisions 
6. Patients need quality and safe medication care and preparation at discharge 
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7. Patients, carers and families need education and support, including emotional 
support, in regard to discharge and care transitions 
8. Ideally, a healthcare practitioner should provide follow-up contact after 
discharge from hospital. This should include contacting the patient as part of an 
assessment regarding how they are managing their care needs at home. This 
contact person should be available for the patient to contact by telephone 
regarding any questions or difficulties.  
Following consideration of the eight principles, ten domains have been nominated 
for inclusion in the care integration tool TRANSITION: Time; Relationship; 
Admission; N(Kn)owing and memory; Services at home; Injury risk at home; Tablets 
and medicines; Instruction and education; Organisation of discharge; and Needs 
and concerns. The tool is an acronym and memory prompt for use by patients, 
carers and healthcare practitioners in acute care to engage in discussions regarding 
transitional care needs.  
I have designed TRANSITION for use by acute-care practitioners, including those 
with access to multidisciplinary and aged care teams. Previous researchers 
investigating transitional care interventions by multidisciplinary and aged care 
teams have found positive outcomes including reduced readmission rates and 
reduced functional decline in mobility and self-care (Bonnet-Zamponi et al., 2013; 
Crennan & MacRae, 2010; Hansen et al., 1995; Hickman et al., 2015; Holm & Mu, 
2012; Legrain et al., 2011; Pethybridge, 2004). Interventions for improved 
assessment and referral of transitional care needs in acute-care settings have 
improved communication between practitioners and accuracy in identifying care 
needs (Balaban et al., 2008; Holland & Bowles, 2012). Yet, although many older 
people and carers want to be involved in decisions about their care transitions, this 
remains problematic in practice due to healthcare practitioners’ focus on fast 
throughput and efficiencies for the healthcare system (Bauer et al., 2009; Bull & 
Roberts, 2001; Enguidanos et al., 2012; Graham et al., 2009; Pearson et al., 2004).  
Researchers have nominated communication and information exchange between 
practitioners as an area for improvement in transitional care (Allen et al., 2014; 
Coffey, 2006; Kripalani et al., 2007; Laugaland et al., 2012; Mansah et al., 2009). The 
current study expands on this knowledge base with the development of the tool 
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TRANSITION, which is a guide to communication in the form of discussion and 
negotiation that will potentially lead to improved care integration. TRANSITION is a 
care integration tool for use by patients, carers and healthcare practitioners that 
could guide the building of rapport and the negotiation of different problems for 
patients and carers needing to become independent, and for healthcare 
practitioners under pressure to get patients quickly yet safely through the system. 
The current study expands on the evolving evidence base by providing an 
integrated care tool which patients and carers could use to initiate and involve 
themselves in discussion and negotiation with acute care practitioners across their 
length of stay, in preparation for their transition to home. 
Study Recommendations 
Practice and Research. 
This study is applied research. Consequently, the care integration tool has been 
designed for use in real-world practice. Rather than generating a form requiring 
time and effort by healthcare practitioners to complete, the care integration tool is 
designed as an acronym and memory prompt to guide: 
1. Verbal conversations and discussions between acute-care practitioners, 
patients and carers 
2. Transitional care screening and assessment, and referral conversations 
between acute-care practitioners and multidisciplinary and aged care teams, as 
for example may take place in multidisciplinary team meetings; and  
3. Documentation of progress notes and written referrals where appropriate.  
The care integration tool is also designed to be used by patients and carers to 
initiate and guide conversations about their care transitions. The tool could be used 
in digital form on smartphones or tablets, or printed from a website and used in 
hardcopy form. In Australia, the new website My Aged Care may be the optimal 
place to maximise access to the TRANSITION tool for patients and carers.  
Further research is required prior to recommending TRANSITION for use in practice 
because the tool has not yet been tested in hospital settings. Future research 
should pilot-test the tool for acceptability among patients, carers and healthcare 
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practitioners. Research is also required to test the tool for effectiveness in relation 
to user experience and health outcomes. Future research should additionally focus 
on implementation of the tool in practice.  
Inclusion of other patient groups who did not participate in the current study is also 
required in future investigations. This includes people in low socio-economic areas 
and from culturally and linguistically diverse communities. Their perspectives may 
provide important insights for interventions to meet their particular needs and 
requirements. In addition, although carers have been included in the current study, 
their involvement was mainly in interviews with patients. This may have limited 
their sharing of their own care needs. Given the increasing expectation of patients 
and carers to direct and manage their own care, particularly in the community, 
carer needs and optimal support require further research. 
Transitional care occurs over a trajectory from in-patient settings to home and over 
multiple service programs. Therefore not all areas nominated for improvement in 
the current study have been able to be included in the one tool. Hence, improved 
information exchange between hospital and community-based practitioners, and 
healthcare practitioners, such as registered nurses based in general practice, who 
are providing follow-up support after hospital discharge are additional areas for 
consideration in research aiming to improve transitional care.  
Cost effectiveness studies are required to assess the costs of service fragmentation 
for the healthcare dollar. Although the Australian Federal Government is seeking 
information about healthcare costs when multiple services are involved in care, the 
costs of clinicians involved in the navigation of fragmented services and in managing 
healthcare efficiencies have not been assessed to date (Productivity Commission, 
2011b, 2013). In Australia, costs to the healthcare system associated with recent 
cuts in funding for services provided by RNs in community settings have not been 
assessed. RNs working in community settings are now largely limited to clinic 
settings in sub-acute care and general practice (Commonwealth of Australia, 2016). 
Few RNs are funded to work within home care organisations (Commonwealth of 
Australia, 2016; RDNS Group, 2015). The implications for the healthcare system and 
for patients of limiting the number of RNs working in the home care setting require 
investigation, with a focus on transitional care and readmission rates to hospital.  
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As discussed in Chapter Two, experience is a contentious and abstract notion that 
continues to be debated in Western philosophy. Yet improving user experience in 
healthcare is a strong focus of policymakers and of health service improvement and 
research initiatives. Further research regarding the meaning of user experience as 
an important construct and phenomenon in health services practice and 
improvement could add knowledge and contribute to the debate regarding user 
experience. 
Education. 
Findings from the current study indicate that transitional care within 
multidisciplinary team care contexts was an expected part of healthcare 
practitioners’ roles in order to maximise patient flow and contain readmission rates. 
Transitional care is quite different in focus from discharge planning, where follow-
up care is not necessarily a consideration. Findings indicate that transitional care in 
multidisciplinary teams was important in acute environments in addition to care 
and treatment of acute illnesses and conditions. Healthcare practitioners in acute 
care were expected to assist patients by both treating acute aspects of illness and 
supporting care transitions to the next best place for care with appropriate 
supports. This requires focus in foundational education for healthcare practitioners 
in nursing, medicine and allied health.  
This study furthers understanding regarding the importance for older people and 
carers of becoming independent, and the importance of healthcare practitioners 
undertaking bed management responsibly and adhering to person-centred goals. 
Findings from the current study suggest that the foundational education of 
healthcare professionals including nurses, medical practitioners and allied health 
practitioners in transitional care should cover the importance of verbal negotiation 
and discussion between patients, carers and healthcare practitioners.  
Policy. 
Policymakers must consider the implications of recent changes that limit funding for 
RN care in the community in Australia. This includes limited funding for RN follow-
up care after hospital discharge that could result in increases in unnecessary early 
hospital readmissions. Given the limited availability of RNs now conducting home 
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visits, improved screening and assessment of transitional care needs may be 
required in acute in-patient settings. The TRANSITION tool could assist in meeting 
the need for more accurate screening and assessment. 
Additional funding for RNs may be required in general practice settings to support 
patients, carers and GPs with conducting follow-up care and meeting transitional 
care needs for older people at home. RNs in general practice should be funded to 
support patients and carers to become better self-managers, better navigators of 
health and aged care systems, and also better negotiators of their own care needs, 
along with in-patient and clinic-based healthcare practitioners. 
Study Limitations 
There are several limitations of this study. Although the care integration tool, 
TRANSITION has been developed from systematic and meta-synthesis reviews, and 
a mixed methods study with multiple stakeholders and data collection systems, it 
has not been tested in practice. This requires further research to pilot-test the tool 
for acceptability among patients, carers and healthcare practitioners, and to test 
the tool for effectiveness in regard to user experience and clinical outcomes.  
The tool has been developed in one practice context with patients and carers from 
middle-income socio-economic backgrounds with some high levels of education. It 
is unclear how the tool would translate to different practice contexts such as lower 
socio-economic areas and different patient and carer groups, such as people with 
lower levels of health literacy or from culturally and linguistically diverse 
backgrounds. Also, the healthcare practitioners who participated in the study were 
well educated. It is unclear how well the tool would transfer to untrained care 
practitioners such as personal-care attendants. 
Utilisation of an adapted experience-based co-design methodology has assisted in 
capturing multiple stakeholder perspectives. However, although a patient and carer 
participated along with healthcare practitioners in the co-design focus groups, 
those participants were predominantly healthcare practitioners. Nonetheless, semi-
structured interviews have provided an important source of information regarding 
patients’ and carers’ perspectives.  
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In the current study, with the exception of one carer who participated in an 
interview without the patient, patient and carer dyads have been interviewed. This 
may have limited carers’ ability to share their perspectives and care needs. In these 
interviews, patients may also have felt restricted in sharing their perspectives.  
Conclusions 
Findings from the context inquiry and co-design focus groups highlight that patients 
and carers, and healthcare practitioners have distinct user needs and problems, and 
use different social processes as solutions to these problems. This is an important 
and potentially complicating factor for older people living with chronic health 
conditions, because patients and carers, and healthcare practitioners may not 
appreciate or consider each other’s diverse experiences and meanings in 
transitional care. The experiences and meanings of the most powerful group, 
healthcare practitioners orientated towards fast throughput, could predominate 
and overshadow the experiences of patients and carers. Infusion of other social 
processes and approaches into care provision, such as those promoting questioning 
and discussion, could lead to common understandings and assessments of 
transitional care needs and possible solutions between patients, carers and 
healthcare practitioners. The integrated care tool TRANSITION could support 
questioning, discussion, negotiation and assessment leading to shared 
understandings of problems, solutions and meanings. TRANSITION could therefore 
improve user experience in transitional care within acute-care in-patient 
environments characterised by heightened demand for beds and fast throughput, 
and complicated by limited funding for home visits by RNs.  
In developing a care intervention, the current study makes a significant contribution 
to the evolving knowledge base in transitional care by providing a concrete strategy 
for patients and carers to use in verbally negotiating and navigating their care 
transition in an ongoing manner with healthcare practitioners. The study also adds 
to the evolving knowledge base by providing healthcare practitioners in acute care 
with guidance for discussions with patients and carers to improve screening and 
assessment of care needs at home. The integrated care tool TRANSITION further 
supports healthcare practitioners by providing a strategy for verbal communication 
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and referral between acute-care health practitioners and multidisciplinary and aged 
care teams, and a strategy for written communication in progress notes. 
The current study adds understanding of the different meanings in problems and 
solutions for patients and carers on the one hand, and healthcare practitioners on 
the other. This study emphasises the influence of context on user experience in 
transitional care. This knowledge highlights how funding decisions and focus on 
efficiency by policymakers and governments are experienced in healthcare practice 
through the perceptions of some patients, carers and healthcare practitioners in 
multiple disciplines across acute, sub-acute and community-based programs of 
care. The study highlights tensions created by competing interests in healthcare 
services and person- and carer-centred care in care transitions for older people 
from hospital to home. The study further highlights the creative strategies that 
patients, carers and healthcare practitioners adopt in overcoming these challenges. 
Evolving interventions such as the TRANSITION tool should aim to support and 
enhance these creative social processes.  
Increasingly, patients and carers are expecting to be involved in decisions about 
their care including care transitions (Bauer et al., 2009). Governments, policymakers 
and healthcare services are all expecting patients and carers to be more involved in 
their care and to take greater responsibility for their continuing care needs at home 
(Productivity Commission, 2011b). Future care interventions should be designed to 
fit with these imperatives. Employment of co-design methodologies with patients, 
carers and healthcare practitioners offers potential opportunities for new models 
and interventions. The care integration tool TRANSITION provides a social 
intervention for application in real-world practice that will potentially contribute to 
improved user experiences in the challenging area of transitional care for older 
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Appendix B. Studies Excluded from the Meta-Synthesis 
Review and Rationale for Exclusion (n=49) 
First author (year) Reason for exclusion 
Allen (2013)   Focus on communication roles in information exchange 
Anthony (1998)  Not focused on older people 
Armitage (1998)  Not focused on older people 
Arts (2000)  Quantitative study, stroke patients 
Balla (1994)  Mixed methods, limited qualitative component 
Bull (2000)  Quantitative study, heart failure 
Cawthon (2012)  Quantitative study 
Cobley (2013)  Focus on stroke patients 
Coffey (2012)  Quantitative study, focus on use of community supports 
Coffey (2013)  Quantitative study 
Crennan (2010)  Focus on discharge only 
Davies (1995) Focus on social work role in UK following legislative changes 
Day (2009)  Focus on discharge only 
Denson (2013)  Not a focus on user experience 
Dilworth (2012) Focus on readmission after discharge 
Driscoll (2000)  Mixed methods, limited qualitative component 
Durocher (2010)  Focus on balancing safety against clients’ values and 
priorities 
Edgren (2005)  Focus on elements of an effective team meeting 
Eija (2005)  Quantitative study 
Fairhurst (1996) Quantitative study 
Foss (2011)  Quantitative study 
Gage (1997)  Not focused on older people 
Grumbach (1999)  Quantitative study 
Hekmatpou (2010)  Aim was to explore the concept of discharge 
Holland (2011)  Quantitative study 
Holm (2012)  Focus on discharge only 
Houghton (1996)  Quantitative study 
Huby (2004)  Aim is to develop a method 
Jackson (1990)  Quantitative study 
Jeangsawang (2012) Aim was to compare outcomes of care provided by 
different levels of nurse 
Jewell (1993)  Aim was to establish areas of concern in discharge 
Lowenstein (1994)  Quantitative study 
McBride (1995)  Not focused on user experience 
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McKenna (2000)  Aim was to analyse discharge policies and procedures 
Moats (2007)  Aim was to explore models of decision-making  
Mottram (2011)  Not focused on older people 
Ornstein (2011)  Aim was to assess the effects of an intervention 
Parry (2003)  Aim was to describe a discharge intervention 
Pearson (2004)  Aim was to track decisions regarding hospital discharge 
Petersson (2009)  Discussion and reflection 
Pethybridge (2004)  Aim was to critically analyse teamwork in discharge care 
Preen (2005)  Quantitative study 
Rhudy (2010)  Not focused on older people, in hospital discharge focus 
Rosstad (2013)  Aim was to investigate the process and experience of 
health practitioners in developing an integrated care 
pathway 
Rydeman (2012)  Secondary data analysis 
Slatyer (2013)  Aim was to explore perceptions of people who presented 
after readmission to hospital 
Tierney (1993)  Commentary and discussion in relation to preliminary data 
Tomura (2011)  Aim was to develop a conceptual model of discharge 
planning 
Watts (2005)  Not focused on older people, in hospital discharge focus 
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     X     
Armitage 
(1996)  
     X     
Bull 
(1992) 
     X X    
Bull 
(1994) 
     X X    
Bull 
(2001) 
     X     
Byrne 
(2011) 
          
Chapin 
(2014) 
          
Coleman 
(2002) 
     X     
Foust 
(2012) 
     X     
Graham 
(2009) 
     X X    
Grimmer 
(2004) 
     X  X   





     X     
McKeown 
(2007) 
     X     
McWilliam 
(1992) 
      X    
McWilliam 
(1994) 
     X X X   
Procter 
(2001) 
     X     
Rydeman 
(2006) 
          
Rydeman 
(2010) 
     X     
Zakrajsek 
(2013) 
     X     
Reported X not reported 
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Appendix D. Coding Tool (Meta-Synthesis) 
Reference details 
First author (year)  
Title of article  
Journal title  










Facilitators (to user 
experience) 
 
Barriers (to user 
experience) 
 
Study limitations  





Appendix E. Summary Study Characteristics (Meta-Synthesis) (n=20) 
First author 
(year)  
Sample Aim Context Study limitations Study implications 
Armitage 
(1995)  
N=12 community RNs  
 
Elicit community nurses’ 





Discharge care in the 
absence of a discharge 
liaison service 
Only 12 participants, 
limited methodology and 
theoretical justification for 
sample size 





n=12 hospital RNs  
n=12 community RNs  
 
Identify and compare how 
hospital and community nurses 
perceived discharge planning 
 
Australia, urban, hospital 
and community nursing 
organisations  
Discharge liaison nurse 
service operating 
between organisations 
Limited discussion of 
transferability 
Need for accessible discharge liaison 
service  
 
Bull (1992) n=55 older people mean 
age 67 years, n=55 
family carers 
 
Describe the experience of older 
people and their family carers in 
care transitions  
USA, managed care, in-
patient medical units 
and older peoples’ 
homes 
Limited information about 
context  
Improved funding required to ensure 
person-centred transitional care  
Bull (1994) n=38 hospital-based 
health practitioners  
n=25 older people mean 
age 78 years  
Identify healthcare professionals’ 
and older people’s perceptions of 
quality discharge planning 
USA, urban, managed 
care, three hospitals 
Limited discussion of 
transferability  
Research required re organisational 
factors in transitional care 




n=2 older people, mean 
age of 65 years, n=1 
carer 
Identify the elements of an 
effective discharge for older 
people and constraining factors 
 
UK, geriatric 
rehabilitation hospital  
Only 2 older people and 
one carer 
Research required re involving older 
people and carers in transitional care 
decision-making 
Byrne (2011) N=18 spousal carers Understand how spousal carers 
experienced care transitions of 
their partners  
Canada, geriatric 
rehabilitation unit  
Limited consideration of 
social/family networks  










Explore hospital discharge 
planners’ and community 
practitioners’ perspectives about 
discharge planning 
USA, small, two hospitals 
(urban and rural) and 
community agencies  
Community nursing 
perspectives were not 
included 
Research required re cost benefits, 
education (health practitioners, 
patients and carers) 
Coleman 
(2002) 
N=49 older people and 
their carers, mean age of 
older people 65 years 
and over 
Ascertain older peoples’ and 
carers’ perspectives about their 
experience of care transitions 
USA, urban, managed 
care  
Experience in real time 
during discharge care may 
vary 
Research required to develop 
interventions from the perspective of 
older people and their carers 
Foust (2012) n=40 older people, mean 
age 64.8 years,  
n=35 carers 
n=15 community health 
practitioners 
Describe transitions from the 
perspectives of home care 
patients, their carers and home 
care clinicians 
USA, urban, hospital to 
home care  
Limited inclusion of 
multidisciplinary team 
Discharge instructions should include 






Assess unmet needs and identify 
vulnerable populations 
 




between ethnic groups 
Improved culturally relevant 




N=100 older people, 
mean age 70 years 
 
Describe patients’ experiences 
over 6 months following 
discharge  
Australia, four acute care 
hospitals 
Limited information about 
context  
Improved transitional care 
coordination is required 
Huby (2007) n=22 older people, mean 
age over 60 years  
n=11 in-patient 
practitioners  
Understand how older people 
and health practitioners 
experienced ‘participation’ in 
discharge planning 
UK, district general 
hospital 
Did not include 
community-based 
practitioners 
Patient-centred assessment and 
decision-making are required 
Le Clerc 
(2002) 
N=14 women, mean age 
84 years 
Describe everyday experiences 
and needs of older women 
following discharge  
Canada, urban, acute 
hospital and community 
access centre 
Limited discussion of 
transferability 
Discharge assessment is required using 
structured assessment instruments 
McKeown 
(2007) 
N=11 older people, 
mean age 81 years 
Explore experiences of older 
people following discharge  
Ireland, urban and rural  Limited discussion of 
transferability  
Research is required about carers’ 
roles in discharge care  
McWilliam 
(1992) 
n=8 older people, mean 





Describe the experience of older 
people discharged from hospital 
to home 
Canada, urban, acute 
hospital and community 
case management 
Only 8 older people Research required re assessment of 
older person’s attitudes during 
discharge preparation, the role of the 






n=10 older people aged 
68-84 years, n=12 
informal carers,  
n=50 hospital based 
practitioners 
n=25 community based 
practitioners 
Urban 
n=9 older people aged 
69-82 years 
n=10 informal carers 
n=51 hospital based 
practitioners 
n=29 community based 
practitioners 
Describe factors that affected the 
discharge experience of older 
people 
 
Canada, rural and urban, 
hospital and community  
Findings from different 
groups are not reported 
separately 
Health practitioners need to 
understand person-centred care  
Procter 
(2001) 
n=30 older people aged 
over 65  
n=11 carers 
Understand the experience of 
discharge of patients at risk of 
unplanned readmission and the 
experience of their carers 
UK, two urban hospitals 
and associated 
healthcare districts, one 
rural hospital and 
associated healthcare 
district 
Did not include health 
practitioners’ perspectives 
Healthcare systems require an ethical 
focus on person-centred care 
Rydeman 
(2006) 
N=31, community and 
hospital-based 
practitioners 
Understand the experience of 
discharge of hospital/district 
nurses, social workers 
Sweden, primary 
healthcare centre, 
municipal settings, social 
services, hospital 
geriatric care units 
Limited discussion of 
transferability 




N=21 older people and 
their carers, mean age of 
older people 79 years 
Examine how older people and 
their carers experienced 
discharge 
 
Sweden, urban, acute 
care hospital and home 
Model requires testing  Effective discharge checklist required 
Zakrajsek 
(2013) 
n=7 home healthcare 
practitioners 
n=6 older people, mean 
Explore care transitions from 
perspectives of older people and 
community-based practitioners 
USA, hospital to home 
healthcare  
Although study used a 
participatory action 
research methodology, 
Improved support of informal 
supports/carers in care transitions 
required 
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age 73.7 years 
n=4 carers  
 not all participants were 
involved in developing 
new initiatives as 
solutions; therefore only a 
partial action research 
methodology was applied 
Improved communication and care 
coordination required  
 216 















































 X X X  X X X X X X  
Armitage 
(1996)  
 X X X  X X X X X X 
Bull (1992)  X X X  X X X X X X 
Bull (1994)  X X X  X X X X X X 
Bull (2001)  X  X X X X X  X X 
Byrne 
(2011) 
 X X X  X X X X X X 
Chapin 
(2014) 
 X X X  X X X X X X 
Coleman 
(2002) 
X  X X X  X X X X X 
Foust 
(2012) 
 X X X X  X X X X X 
Graham 
(2009) 
X  X X X X X X X  X 
Grimmer 
(2004) 
 X X X X  X X X X X 





 X X X X  X X X X X 
McKeown 
(2007) 
 X X X X X X  X X X 
McWilliam 
(1992) 
 X   X  X X X X X 
McWilliam 
(1994) 
 X   X  X X X X X 
Procter 
(2001) 
 X X X  X X X X X  
Rydeman 
(2006) 
X  X X X X X  X X X 
Rydeman 
(2010) 
 X X X  X X X X X X 
Zakrajsek 
(2013) 
 X X X  X  X X X X 
Total 17 3 4 3 9 6 1 2 2 1 1 








Disciplines of researcher first authors* 














 X X X X X 
Armitage 
(1996)  
 X X X X X 
Bull (1992)  X X X X X 
Bull (1994)  X X X X X 
Bull (2001)  X X X X X 
Byrne (2011) X  X X X X 
Chapin (2014) X X  X X X 
Coleman 
(2002) 
X X X X X  
Foust (2012)  X X X X X 
Graham 
(2009) 
X  X X X X 
Grimmer 
(2004) 
X X X X  X 
Huby (2007) X  X X X X 
Le Clerc 
(2002) 
 X X X X X 
McKeown 
(2007) 
 X X X X X 
McWilliam 
(1992) 
 X X X X X 
McWilliam 
(1994) 
 X X X X X 
Procter (2001)  X X X X X 
Rydeman 
(2006) 
 X X X X X 
Rydeman 
(2010) 
 X X X X X 
Zakrajsek 
(2013) 
X X X  X X 
Total 13 3 1 1 1 1 
Reported X not reported  *Remaining team of researcher authors were not necessarily the 
same discipline background as the first author. 
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Participants Derived themes 
  ‘Who is taking care of what? 
Trying to work together’ 





• ‘Information exchange’ 
• ‘Organisation of services’ 
• ‘Role understanding’ 
• ‘No social support, no back 
up, no food’ 
• ‘Role understanding’ 
• ‘Assessment of needs’ 
• ‘Information exchange’ 
• ‘Community service 
workload’ 








• ‘Information exchange’ 
• ‘Coordination of services’ 
 • ‘Assessment of aftercare 
need’ 
• ‘Referral to community 
services’ 
• ‘Coordination of services’ 
 
Bull (1992) Older 
adult/family 
member dyads 
   • ‘Coping with worry’  
• Achieving mastery’ (learning 
new skills, modifying the 
environment, changing roles) 
• ‘Seeking help’ 







 • ‘Access to resources’ 
 
• ‘Management of daily 
activities’ 
• ‘Satisfaction with care’ 






• ‘Impediments to a ‘proper’ 
discharge’ (gaps in 
communication between 
hospital and community 
practitioners leading to 
poorly coordinated 
discharge) 
 • ‘A proper discharge’ 
(effective teamwork, circles 
of communication with 
multidisciplinary team, 
community team, older 






   • ‘Reconciling’ (understanding 
the context that shapes the 
process of reconciling) 
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• ‘Reconciling’ (Three phases of 
reconciling – getting ready, 
getting into it, getting on with 
it) 
• ‘Sub-processes enacted across 
phases of reconciling 
(navigating) 
• ‘Sub-processes enacted across 
phases of reconciling 
(safekeeping) 
• ‘Sub-processes enacted across 












• ‘Medical complexity’ 
(discharges are more 
complex, time is limited due 
to early discharge) 
• ‘Poor communication’ 
(between physicians and 
discharge planners, and lack 
of time to notify community-
based practitioners re 
referrals) 
 •  ‘Conducting person-centred 
assessments’ 
• ‘Structural barriers to 
assessment’ (focus on 
disabilities and deficits, 
limited time for assessment 
to inform discharge plan due 
to fast hospital throughput) 
• ‘Meeting increasingly 
complex medical needs’ 
(technical advances enabling 
people to return home, 
teamwork re discharge 
planning, multidisciplinary 
reviews of discharge 
processes) 
• ‘Communication strategies’ 
(multidisciplinary team 
approaches) 
• ‘Managing safety versus 
independence’ (improved 
communication between 
hospital and community 
practitioners, education for 
older people and their 
• ‘Safety concerns’ (balancing 
concerns re safety of the 
older person against their 
independence and choice) 
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families about their health 
conditions, consideration of 
the older person’s goals, 











• ‘Self-management support’ 
(need for information – many 
questions once home) 
• ‘Patient and carer 
preparation’ (carer needs not 
considered, expectations of 
carers unrealistic) 
• ‘Empowerment to assert 
preferences’ (older person 
not included in discharge care 
plan, older person needs an 
advocate) 
 • ‘Self-management support’ 
(difficulty for older 
person/carer to know what 
questions to ask, who to ask 
re self-management 
questions, self-management 
of medications a great need) 
• ‘Patient and carer 
preparation’ (need to receive 
information ahead of time, 
lack of specific follow-up 









  •  ‘Home health clinician use of 
discharge instructions’ 
• ‘Patient and caregiver 
preparation for hospital 
discharge’ (was variable) 
• ‘Adequacy of discharge 
instructions’ (to varying levels 
of detail) 




Carers • ‘Inadequate information from 
hospital discharge planners’ 
(increased carer burden) 
• ‘Inadequate carer training’ 
(personal care, 
skilled/technical nursing care) 
• ‘Inadequate information from 
hospital discharge planners’ 
(family and friends were the 
source of information re post 
discharge care) 
• ‘Carers relied on informal 
supports’ (limited formal 
follow-up support) 
• ‘Filial piety formed a barrier 
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to formal support’ 
• ‘Lack of linguistically 
appropriate information and 
services’ 
• ‘Inadequate formal support’ 
• ‘Challenges for low and 
middle income elders’ 
Grimmer 
(2004) 
Older adults • Hospital-based practitioners 
did not have time for 
discharge care or care 
coordination 
 
• ‘Limited inclusion of older 
person in discharge planning 
activities while in hospital’ 
(challenging due to short 
time in hospital, staff 
busyness, acute illness) 
• ‘Transfer from hospital to 
home’ (older people 
experienced problems in 
transition from hospital to 
home: no fresh food, no 
electricity or gas, difficulty 
purchasing and preparing 
food, difficulty eating and 
moving around the home, 
difficulty sleeping and 
difficulty with personal 
hygiene; they experienced 
anxiety about their recovery 
and symptoms of fatigue, 
pain, loss of mobility) 
• ‘Provision of information 
about medication and 
condition was limited’ 
• ‘Preparation for 
convalescence was limited’ 
• ‘Health concerns’ (GP 
consistent source of 
information and care 
coordination support, formal 
community supports were of 
• ‘Improving the transition 
process’ (information about 
their condition, safe activity 
levels, medications and self-
management once at home, 
available formal community 
supports and volunteers, 
practical tips re activities of 
daily living, social support 
from others in similar 
situations) 
• ‘Grief over reduced ability’ 
• ‘Regaining independence in 
the community’ 
• ‘Considering activities of daily 
living’ 














  • ‘Managing frailty – support 
of family re decision-making’ 
 
• ‘Managing frailty – patient 
perceptions about 
independence’ (social status 
and physical abilities were 
important) 
• Functional ability – staff 
perceptions of independence 




Older adults • ‘Hospital discharge framed 
the discharge plan in the 
context of the acute illness’ 
(discharge care was not 
effective due to poor care 
coordination and 
inadequately resourced 
community supports)  
• ‘Falling short of the mark – 
struggling with intense 
physical and emotional needs 
as one gradually recovers’  
• ‘Falling short of the mark – 
relying on family and friends 
to meet the needs not 
addressed by home care 
services’ 
• ‘Falling short of the mark – 
experiencing anxiety related 
to struggles that were not 
anticipated while in the 
hospital’ 
 • ‘Falling short of the mark – 
changing one’s usual lifestyle 
to cope with struggles’ 
• ‘Falling short of the mark – 
accepting one’s situation 








• ‘Supports’ (formal, family) 













• ‘Communication and 
coordination challenges’ 
 
















• ‘Communication and 
coordination problems’ (role 
confusion, compromised 
efficiency, fragmentation in 
• ‘Limited help at home’ 
• ‘Limited involvement of the 















• ‘Level of involvement of the 
patient’s informal carer’ (care 
coordination challenges – 
carers recognised as 
competent were given more 
responsibilities) 
 
• ‘Failure by health 
practitioners to recognise 
carers’ needs’ (health 
practitioners assumed that 
carers could cope and did 
not provide other supports 
in the community) 
• ‘Level of involvement of the 
patient’s informal carer’ (was 
variable, increased burden 
on carer when the older 
person declined formal 
supports at home) 
• ‘Level of involvement of paid 
services’ 
 
• Patient’s stoical approach’ (to 
health prevented 
acknowledgement of impact 
of the illness and acceptance 








• ‘Care coordination and 
communication difficulties’ 
(different aims and routines 
of different organisations, 
limited understanding of 
roles and responsibilities 
between practitioners and 
organisations, focus on 
medical needs at discharge 
and demand for hospital 
beds) 
• ‘Valued the patient’s right to 
self-determination, yet this 
did not always occur’ 
• Patient resources enabled 
participation in the discharge 
(patients’ cognition, physical 
ability, social support)  







 • ‘Getting prepared for life at 
home in the discharge 
process’ (limited preparation 
skills of health practitioners – 
an unstructured approach) 
• ‘Older persons’ and/or their 
relatives’ approach – 
checking’ (felt mistrust and 
resignation with health 
practitioners perceived to 
have an unstructured 
approach) 
• ‘Getting prepared for life at 
home in the discharge 
process’ (preparation skills of 
health practitioners – a 
guiding approach) 
 
• ‘Getting prepared for life at 
home in the discharge 
process’ (preparation for self-
care and the plan for follow-
up care, information about 
who to contact re unforeseen 
needs) 
• ‘Older persons’ and/or their 
relatives’ approach – sharing’ 
(felt confident and satisfied 
with health practitioners 
perceived to have a guiding 
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• ‘Older persons’ and/or their 
relatives’ approach –
questioning’ (disagreement 
and questioning with health 
practitioners perceived to 
have an unstructured 
approach) 
• ‘Older persons’ and/or their 
relatives’ approach –
accepting’ (felt resignation 
with health practitioners 
perceived to have an 
unstructured approach) 
• ‘Feeling prepared for life at 
home at the time of 
discharge’ (individual needs 
re preparation for discharge 




• ‘Feeling prepared for life at 
home at the time of 
discharge’ (individual needs re 
preparation for discharge had 









• ‘Communication as a 
necessary ingredient in care 
transitions’ (within the 
healthcare system, among 
health practitioners, between 
health practitioners and older 
adult patients) 
• ‘Communication as a 
necessary ingredient in care 
transitions’ (for improved 
care coordination between 
different doctors) 
• Adjusting to home and 
reintegrating into the 
community’ (older people 
experienced difficulty 
adjusting to home: fear of 
falling, frustration re loss of 
functioning) 
•  ‘Social support as a 
mitigating factor to 
successful care transitions’ 
• Adjusting to home and 
reintegrating into the 
community’ (importance of 
community practitioner 
support) 
• ‘Adjusting to home and 









Participants Derived themes 
  ‘Who is taking care of what? 
Trying to work together’ 
(Inconsistent communication 
and care coordination) 
‘Falling short of the mark’ 
Issues of self-management and 
unmet needs following 
discharge 
‘A proper discharge’ 
Components and processes of 
quality transitional care  
‘You adjust somehow’ 
Achieving physical and mental 






 ‘Information exchange’ 
“I think it’s important to have 
the link with them (hospitals) 
so if anything goes wrong 
you’ve got someone that you 
can identify as being 
responsible for this patient, 
because I think often 
hospitals turf people out in 
the community without a 
sense of who’s actually 
responsible for this person.” 
P. 151 
‘Organisation of services’ 
“If the discharge planner 
misses them, then often 
they’re discharged back home 
without any community input, 
and sometimes a neighbour 
might call us or a relative – so 
we’ll get involved that way 
but we usually walk into quite 
a mess because they might 
have been discharged with a 
lot of other problems which 
have been neglected for 
weeks and weeks until we get 
involved.” p. 152 
‘Role understanding’ 
‘No social support, no back up, 
no food’ 
“I guess I’m focusing on the 
needs to the elderly … but 
mainly it is the elderly and we 
can see the end results of 
somebody being sent home on 
Friday afternoon with no social 
support, no backup, no food in 
the house maybe and all sorts 
of things like that … then we go 
along Monday or Tuesday and 
find this poor person in dire 
straights because it [discharge] 
hasn’t’ been carefully planned.” 
p. 152 
‘Role understanding’ 
“Nursing personnel, medical … 
are totally unaware of what a 
patient might need or their 
abilities or what they can do at 
home … ideas that you can 
discharge a person from 
hospital and they will follow a 
routine that’s been set in 
hospital often in an 
environment where they just 
can’t do it.” p. 153 
 
‘Assessment of needs’ 
“we look at all aspects and if we 
can’t help its referred on to all 
the people who can help us. We 
don’t always know the answers 
but we know where to go for the 
answers, we know where to send 
them to.” p. 151 
 ‘Information exchange’ 
”We liaise with the discharge 
planners from the hospitals … if 
we have an ongoing patient who 
we are seeing in the community 
and they go into the hospital, 
then we let them know and then 
as soon as that person is 
discharged they’ll let us know so 
there will be this continuity of 
care always.” p. 152 
‘Community service workload’ 
“They really need a lot of services 
to keep them going in their 
homes.” p 154 
 
 ‘Community service workload’ 
(Carer stress) 
“The stress is mainly on the 
carers, we couldn’t cope without 
the carers, we just couldn’t, 
we’re an intermittent service … 
families are taking on more 
responsibility and keeping their 
elderly relatives at home … 
people from non-English speaking 
background particularly … but it’s 
the little elderly couples, maybe a 
frail little woman looking after a 
heavy man who’s had a 
cerebrovascular accident and 
that’s where the stress falls on 
those sorts of carers.” p. 154 
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“I don’t think they really 
appreciate all we’ve got in 
terms of liaison with all the 
other agencies and being the 
case managers … they might 
see us as being more task 











“if we’ve got any questions 
about that person then we 
can ring her [district nurse 
liaison] up … if she doesn’t 
know them [the client], then 
she is very good at finding out 
information on that client as 
to what they were like in 
hospital or what services or 
what medical treatment, like 
medications and all those 
things that they were on and 
organising for use to get 
letters of authority to 
administer medication and 
that sort of thing.” 
[Community nurse] p. 218 
‘Coordination of services’ 
“They’re usually quite aware 
of what happens in the 
community … they’ve got that 
mind set of what things are in 
the community and what 
things are in hospital and how 
they both should sort of 
coordinate together.” 
[Community nurse] p. 219 
 ‘Assessment of aftercare need’ 
It’s good to have … [the district 
nurse liaison] because you ring 
her up and she’ll go and she’s got 
time to sit down and discuss it 
with them for half an hour, 
whereas sometimes we don’t 
have the time … with a lot of 
chronic patients time is a big 
issue.” [Hospital nurse] p. 217 
‘Referral to community services’ 
“It always works pretty well. She 
[the DLN] always manages to pull 
something out of the hat even at 
the last minute.” [Hospital nurse] 
p. 217 
 ‘Coordination of services’ 
“at least when you have a 
discharge planner there is some 
degree of planning and arranging 










  ‘Coping with worry’  
 “I worry about how he’s 
managing at home while I’m at 
 228 
work. So now I’ve started coming 
home at lunchtime to see that 
he’s okay, that he’s taking his 
medications on schedule and 
eating lunch.” [carer] p. 31 
‘Achieving mastery’ (learning new 
skills, modifying the environment, 
changing roles) 
“We have a chair in the tub, and I 
walk my walker right up to the 
edge and then I get in the tub. 
I’ve been able to get in and out 
without losing my balance. 
Before, I would lose my balance, 
and at one point I fell and hit my 
head on the tub. I worry about 
falling and breaking a hip. I sure 
don’t want that to happen. After 
all, I’m 81 years old and it 
wouldn’t be good to break my hip 
at this point.” [older adult] p. 35 
‘Seeking help’ 
“I’ve had heart trouble for over 
10 years. This is the first time I’ve 
had a nurse visit and it really 
makes a difference. Dennis [the 
nurse] explains things so I 
understand what I need to do.” 
[Older adult] p. 34 






“If we don’t ask the right 
questions, they may not give 
us the information that we 
need. I went to see someone 
with cardiac disease and he 
couldn’t walk steps. If the 
nurse doesn’t say, ‘Do you 
have steps at home?’ the 
 ‘Access to resources’ 
“I think it’s important that the 
routines that are started in the 
hospital, the recovery routines 
and therapy that were started, be 
continued in an uninterrupted 
manner. We were able to 
continue the routines by knowing 
what they had done there. By the 
‘Management of daily activities’ 
“That I was able to walk without 
holding on. That I was able to go 
into the dining room by myself … 
I was afraid I couldn’t be active. 
I’d been active for 80 years. Even 
as a baby I kicked.” [Older adult] 
p. 53 
‘Satisfaction with care’ 
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patient may not think about it 
until he gets home. Patients 
may forget that the bathroom 
is upstairs or that the kitchen 
isn’t accessible by wheelchair. 
Those kinds of questions are 
often missed by healthcare 
professionals and by patients 
and their families. They are 
not thought about until they 
get home.” [Health 
practitioner – hospital-based] 
p. 51  
therapist going over the routine 
and giving us a schedule to 
follow. There wasn’t an 
interruption in the therapy, the 
diet, or any other aspect of 
recovery. The only thing that 
really was different was the 
location.” [Health practitioner – 
hospital-based] pp. 52–53 
“We felt satisfied that there 
weren’t any questions we hadn’t 
asked or anything we didn’t 
understand.” [Older adult] p. 54 
 






‘Impediments to a ‘proper’ 
discharge’ (gaps in 
communication between 
hospital and community 
practitioners leading to poorly 
coordinated discharge) 
Nil quotation reported 
 
 ‘A proper discharge’ (effective 
teamwork, circles of 
communication with 
multidisciplinary team, 
community team, older person 
and carer) 
“Open communication, open 
discussion with the patient and 
family from the beginning about 
the options and their preferences 
is essential. Not telling the 
patient that this is what we’ve 
planned for you in a paternalistic 
fashion.” [Health practitioner – 






   ‘Reconciling’ (understanding the 
context that shapes the process 
of reconciling) 
“The rough time, the really, really 
rough time was when she was at 
[the acute-care unit], when she 
was really sick. That was the 
rough time. I mean, many a time 
I’d come home crying, and I 
would just lay in bed and just let 
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it go.”p. 1376 
‘Reconciling’ (Three phases of 
reconciling – getting ready, 
getting into it, getting on with it) 
“There’s getting ready 
emotionally, getting ready 
physically, and then getting the 
house ready. Cause a lot of 
people coming out of [the 
Geriatric Rehabilitation Unit], you 
have to make a lot of changes to 
the house. So to me, getting 
ready can be multifaceted.” p. 
1377 
‘Subprocesses enacted across 
phases of reconciling’ (navigating) 
“When you leave the hospital 
they give you your list of 
prescriptions to get filled and 
everything. But I think if your 
husband isn’t walking great, well, 
you have to have a walker and 
things; for the bathroom to sit 
on, he’s got a higher seat to sit 
on, and he’s got a seat in the 
bathtub for when he’s getting a 
bath. He doesn’t have to stand all 
the time, and he has safety bars 
all around the shower to hold on 
to. But they did ask me at the 
[Geriatric Rehabilitation Unit] 
what I had and what I didn’t 
have, to make sure I had 
everything.” p. 1378 
‘Subprocesses enacted across 
phases of reconciling’ 
(safekeeping) 
“I’m hoping the Aricept 
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[medication] will keep on 
working. And they’re always 
coming out with new drugs 
[lowers her voice and looks at 
husband, who is sitting across the 
room]. I don’t talk to him too 
much about it.” p. 1379 
‘Subprocesses enacted across 
phases of reconciling’ 
(Repositioning) 
“Well I, that’s why I do it! Why do 
I do it? Well, the way I look at it 
is, I’ve been married to her now 
for 52 years. I love the woman, 
and that’s probably why I do it. I 
got, I don’t find no other reason 
when I do it, because I don’t want 
to see nothing happen to her, or 
anything like that, as far as that, 
at least I hope not. And if I could 
do anything for her I’d gladly do 













(discharges are more 
complex, time is limited due 
to early discharge) 
“We have the issue that we’re 
dealing with a higher acuity of 
people. In every area that we 
work with, they are sicker.” 
[Discharge planner] p. 318 
‘Poor communication’ 
(between physicians and 
discharge planners, and lack 
of time to notify community-
based practitioners re 
referrals) 
 ‘Conducting person-centred 
assessments’ 
“First I do an assessment … And I 
ask them … what their goals are 
because my goals may not be 
their goals, and if they aren’t the 
same, we’re not going to make 
it.” [Discharge planner] p. 322 
‘Structural barriers to 
assessment’ (focus on disabilities 
and deficits, limited time for 
assessment to inform discharge 
plan due to fast hospital 
throughput) 
“They [the doctors] look at things 
‘Safety concerns’ (balancing 
concerns re safety of the older 
person against their 
independence and choice) 
“Sometimes people don’t make 
the choices we want, but the 
important thing is that it is their 
choice. For example, some don’t 
want a lot of support people in 
their home.” [Community 
practitioner] p. 320 
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“Usually it becomes a last-
minute rush. Like for 
example, you get a phone call 
and … they want to put 
somebody on services and 
they’re being discharged the 
next day. That typically 
happens a lot.” [Discharge 
planner] p. 320 
 
through the medial model. There 
needs to be a paradigm shift.” 
[Discharge planner] p. 319 
‘Meeting increasingly complex 
medical needs’ (Technical 
advances enabling people to 
return home, teamwork re 
discharge planning, 
multidisciplinary reviews of 
discharge processes) 




“The way we’ve been doing it 
[making rounds with physicians] 
the last two years, we feel like 
we’ve had a lot of successes. I 
think it’s the communication and 
follow-through.’ [Discharge 
planner] p. 323 
‘Managing safety versus 
independence’ (improved 
communication between hospital 
and community practitioners, 
education for older people and 
their families about their health 
conditions, consideration of the 
older person’s goals, education 
about community services) 










“They overmedicated me like 
you wouldn’t believe. All they 
‘Self-management support’ 
(need for information – many 
questions once home) 
“A lot of times the questions 
don’t come until you get 
home.” [Participant not 
specified] p. 6 
 ‘Self-management support’ 
(difficulty for older person/carer 
to know what questions to ask, 
who to ask re self-management 
questions, self-management of 
medications a great need) 
“We can’t get a hold of anybody 
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had to do was make one call 
to my primary care doctor.” 
[Older adult] p. 6 
 
‘Patient and carer preparation’ 
(carer needs not considered, 
expectations of carers 
unrealistic) 
“The doctor did not know that 
there was no way my wife could 
take care of me.” [Older adult] 
p. 6 
‘Empowerment to assert 
preferences’ (older person not 
included in discharge care plan, 
older person needs an 
advocate) 
“They disregard the patient 
when he may know full well 
what is best because he has 
been through it.” [Older adult] 
p. 6 
– all we have is a quick question.” 
[Participant not specified] p. 6 
‘Patient and carer preparation’ 
(Need to receive information 
ahead of time, lack of specific 
follow-up reduced confidence re 
self-management) 









  ‘Home health clinician use of 
discharge instructions’  
“You know, if they’re coming 
home from a hospital to have the 
discharge papers ready when I 
get there … the referral 
document, sometimes it’s very 
detailed, a lot of times they are 
not. So having a discharge 
summary, discharge papers really 
helps a lot.” [Health practitioner] 
p. 205 
‘Patient and caregiver 
preparation for hospital 
discharge’ (was variable) 
“Because I was very upset, I 
mean, very upset. I been going up 
there, like I said, when I was able 
to, five times while she’s been in 
there and I haven’t spoken to 
anybody. It’s weird that, you 
know, the day I came to get her 
to take her home, then 
somebody, the nurse, the 
discharge nurse, wound up 
explaining to me, you know, the 
status and what was happening 
to her.” [Carer] p. 202 
‘Adequacy of discharge 
instructions’ (to varying levels of 
detail) 
“[One patient recalled receiving] 
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a list of the mediations you’ll be 
on, you know, your prescriptions. 
All the discharge things that you 
could do or not do.” [Older adult] 
p. 203 
‘Home health clinician use of 
discharge instructions’  
“A majority of them [patients] 
initially do not ask you 
information about them. If you 
do not ask them about those 
discharge papers, they don’t 




Carers ‘Inadequate information from 
hospital discharge planners’ 
(increased carer burden) 
Nil quotation reported. 
‘Inadequate carer training’ 
(personal care, skilled/technical 
nursing care) 
Nil quotation reported. 
‘Inadequate information from 
hospital discharge planners’ 
(family and friends were the 
source of information re post 
discharge care) 
Nil quotation reported. 
‘Carers relied on informal 
supports’ (limited formal 
follow-up support) 
Nil quotation reported. 
‘Filial piety formed a barrier to 
formal support’ 
“Respecting your elders is such 
an important part of the 
Chinese culture … it’s drilled 
into you from when you’re 
born, like, I’m taking care of you 
now, so you’d better take care 
of me when I get older.” p. 29 
‘Lack of linguistically 
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appropriate information and 
services’ 
 “We could’ve had more 
information. It would be nice if 
they gave us some reminders, 
some book of instruction. It 
would be nice to have it in 
Russian.” p. 29 
‘Inadequate formal support’ 
“My friend lives alone. So when 
he goes to his doctors … there is 
this mentality about a group of 
gnomes that must live with him, 
or the little elves, little helpers. 
And they are not there.” [LGBTI 
carer] p. 29 
‘Challenges for low and middle 
income elders’ 
“If you are wealthy, this isn’t a 
problem. And if you’re poor, I 
admit it’s a problem. But for the 
people in between, it’s really 
tough. It’s really tough and I 
just hit this blank wall over and 
over and over again.” p. 30 
Grimmer 
(2004) 
Older adults ‘Hospital-based practitioners 
did not have time for 
discharge care or care 
coordination’  
Nil quotation reported. 
‘Limited inclusion of older 
person in  
discharge planning activities 
while in hospital’ (challenging 
due to short time in hospital, 
staff busyness, acute illness) 
“They just told me that now my 
pills had been changed, I would 
be fine.” p. 467 
‘Transfer from hospital to 
home’ (Older people 
experienced problems in 
transition from hospital to 
‘Improving the transition process’ 
(information about their 
condition, safe activity levels, 
medications and self-
management once at home, 
available formal community 
supports and volunteers, 
practical tips re activities of daily 
living, social support from others 
in similar situations) 
Nil quotations reported. 
 
‘Grief over reduced ability’ 
“[He felt depressed because he 
couldn’t] just get in the car and 
go off somewhere, anywhere!”p. 
469 
‘Regaining independence in the 
community’ 
“[He had set up a rowing machine 
and exercise bike in his shed. He 
was doing this daily to build up 
his strength] I do it until my body 
aches.”p. 469 
‘Considering activities of daily 
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home: no fresh food, no 
electricity or gas, difficulty 
purchasing and preparing food, 
difficulty eating and moving 
around the home, difficulty 
sleeping and difficulty with 
personal hygiene; they 
experienced anxiety about their 
recovery and symptoms of 
fatigue, pain, loss of mobility.) 
“I am only the boarder, I can’t 
do the personal things.” p. 468 
‘Provision of information about 
medication and condition was 
limited’ 
Nil quote reported. 
‘Preparation for convalescence 
was limited’ 
“[my functioning is] a wee bit 
wobbly, but managing.” p. 468 
‘Health concerns’ (GP 
consistent source of 
information and care 
coordination support, formal 
community supports were of 
limited availability) 
“It is a day-by-day existence at 
the moment” p. 469 
living’ 
“[She regularly gathered 
information about services from 
friends, junk mail, the hospital, 
local council, and community 
organisations] and then makes 
informed decisions. [She 
provided other elderly people 
with information about what was 
available].” p. 470 
‘Expectations of independence’ 
(resuming social contacts) 
‘A few months ago I was involved 
with so many things. Now I see 
no one, my only contact is the 
telephone. It is like no one even 
remembers that I am alive. Only 
it’s just my legs that don’t work 










  ‘Managing frailty – support of 
family re decision-making’ 
“Interviewer: And who speaks 
with social services? Is it your 
daughter or you? 
Patient: My daughter does it. 
Interviewer: How was it decided 
that she would be the one who 
spoke with social services? 
Patient: She’s all I’ve got.” p. 61 
‘Managing frailty – patient 
perceptions about independence’ 
(social status and physical 
abilities were important) 
“It’s hard for me to make a 
decision … I’m an independent 
sort of person. Always done 
everything … to a certain extent [I 
can be independent now] but I 
won’t be able to hoover and do 
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 windows.” [Older adult] p. 61 
Functional ability – staff 
perceptions of independence 
(only physical abilities and 
disabilities) 
“he’s not safe to walk with a stick 
because he’s falling to the side 
and you know we want him to be 
independent so … we sat down 
with him and said, ‘Right, you 
know you’re not safe with a stick, 
you can be independent with a 
Zimmer frame for just now’.” 
[Health practitioner – hospital-
based] p. 61 
Le Clerc 
(2002) 
Older adults ‘Hospital discharge framed 
the discharge plan in the 
context of the acute illness’ 
(discharge care was not 
effective due to poor care 
coordination and 
inadequately resourced 
community supports)  
Nil quotation. 
‘Falling short of the mark – 
struggling with intense physical 
and emotional needs as one 
gradually recovers’  
“I remember the first night … 
they didn’t put a seat on my 
toilet … I was an hour and a half 
in the middle of the night trying 
to get off the damn toilet to get 
back to bed and I didn’t have a 
phone in there. And I just talked 
to myself, you can do it, you 
can do it, come on.” pp. 249–
251 
‘Falling short of the mark – 
relying on family and friends to 
meet the needs not addressed 
by home care services’ 
“Today was my last visit with 
the visiting nurses and the 
homemakers. They have 
discontinued because they feel 
I don’t need them any longer … 
 ‘Falling short of the mark – 
changing one’s usual lifestyle to 
cope with struggles’ 
“Everything is such an effort … So 
I’ve got my little phone and my 
medicine and my light and sort of 
everything around me so it’s like 
a little communication centre.”p. 
252 
‘Falling short of the mark – 
accepting one’s situation because 
of a reluctance to complain’ 
“I have no complaints. Really I 
haven’t, you know. And ah … 
there’s things that I wonder why 
they can’t be changed and why 
they can’t be different, but I 
suppose there’s a rhyme and a 
reason for all things.” p. 257 
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I don’t fit their criteria. I could 
have used a homemaker just to 
come in and clean up … but this 
is not by way of complaining, 
it’s just that I don’t think that’s 
really fair … the fact that I didn’t 
need someone to help me get 
in and out of the tub is not a 
criteria that I still don’t need 
somebody to give me a little 
help.” p. 254 
‘Falling short of the mark – 
experiencing anxiety related to 
struggles that were not 
anticipated while in the 
hospital’ 
“I think going to bed alone not 
to have nursing care and being 
in the house alone like that all 
night is, the first night is kind of 
scary because you wake up and 
you’re almost ready to call a 
nurse and there’s none there. 
It’s frightening at times because 
you didn’t know whether you 




Older adults  ‘Self-care’ 
“If I have a good wash I get it 
[chest pain] probably before I’m 
dressed you know. If I do 
anything, it doesn’t have to be 
strenuous.”p. 471 
‘Environment’ 
“I find it hard to get into the 
bath now. I try but I have a 
shower as well but it’s only over 
the bath … if I could get in a 
‘Supports’ (formal) 
“I suppose the girl [PHN] is busy, I 
suppose they should have 2 or 3 
nurses but sure, I know the 
health service, the way it’s gone 
… I could do with her to call 
regularly and tell me like, you 
know, advise me on what to do.” 
p. 472 
‘Supports’ (family) 
Nil quote reported. 
‘Self-care’ 
“It was our own idea, writing out 
our breakfast ones, our night 
ones … my brother’s wife sticking 
them [tablets] on so I knew the 
colour of the pills and I know 
them now.” p. 472 
‘Social’ 
“Once I’m able to go to the 
church and the supermarket, you 
meet people there … I used to go 
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shower instead of the bath that 
would be handy. I wouldn’t 
have to be getting in over the 
bath.” p. 473 
‘Services’ 
“I never got anything and I was 
supposed to get tested for my 
eyes, my feet … I did see the 
diabetic nurse twice but she 
never did anything, only tell me 
what I should eat and not eat.” 
p. 473 
‘Social’ 
“Loneliness when I came home 
… I’m more often than not 
without anyone … Out of this 
room it’s terrible ‘cause I was 
so full of going … At times now 
when the helper would be gone 
… so lonely I’d go to sleep … I 
love someone to have a little 
chat with, you kind of need that 
because loneliness is worse 
than hunger.” p. 474 
‘Social’ (being home was 
important) 
Nil quote reported. 
to the altar society … I’d take the 
altar linen and bring it home, 
wash it and iron it. I haven’t gone 
back to that … I’ll be determined 
if I had to sit and look out the 













“So I have her come regularly 
[to the office], and it seems to 
help her daughter out too, 
that I am involved in that way. 
But I mainly deal with the 
medical aspects, but I do see 
social problems exist, and 
basically, I leave that mostly 
to the home care [program]. 
[Health practitioner –
community-based] p. 461  
‘Patient mindset’ (successful 
dependence or independence, 
and deference towards 
authority) 
“They [the daughter and 
discharge planner] have the 
meeting tonight … No [I haven’t 
talked more to the doctor]. So I 
don’t know what they intend to 
do.” [Older adult] p. 460 
 
‘Teamwork and negotiation of 
order’ 
Nil quotation reported 
 
 
McWilliam Older adults, ‘Communication and ‘Limited help at home’   
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coordination problems (role 
confusion, compromised 
efficiency, fragmentation in 
care) 
 “They [other doctors] keep 
changing it [hospital discharge 
date] around! ... You don’t 
know whether you’re coming 
or going!”. [Health 




“The doctor had told him that 
he should be going home 
Sunday. We got home on 
Saturday, and got a message on 
our answering machine … They 
were telling him to go home. 
We went to the hospital at 930 
at night, and one of the nurses 
said … it had been changed … 
and he wouldn’t be going home 
until Monday, because of home 
care … Well, it turned out that 
home care wasn’t there 
Monday anyway … and I didn’t 
think to call and see … because 
the hospital said they were. So 
he had nobody for help that 
day.”[Carer] p. 153 
‘Limited involvement of the 
older adult and carer’ 
“I have not been involved in any 
of these arrangements, so I am 
not clear on what’s been 
arranged. I wouldn’t mind being 
involved … I am so much in the 
dark even yet, about diet, what 
has been planned for home 









Level of involvement of the 
patient’s informal carer (care 
coordination challenges – 
carers recognised as 
competent were given more 
responsibilities) 
Nil quotations reported. 
 
Failure by health practitioners 
to recognise carers’ needs 
(health practitioners assumed 
that carers could cope and did 
not provide other supports in 
the community) 
“so then they got to the idea 
where I was doing … oh the 
daughter sorts it out, you know. 
Well, I found, I’m doing that 
Level of involvement of paid 
services 
Nil quotations reported. 
 
Patient’s stoical approach (to 
health prevented 
acknowledgement of impact of 
the illness and acceptance of 
formal supports) 
“Some of them like me, we’re 
independent and I wouldn’t want 
to move in with my sons or 
daughters, so nowadays, it’s 
either that or go into one of 
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much … and then I’m trying to 
come home, see to the little 
one, there was one point I was 
in hospital all the time.” [Older 
adult] p. 212 
Level of involvement of the 
patient’s informal carer (was 
variable, increased burden on 
carer when the older person 
declined formal supports at 
home) 
“I’d just like somebody else to 
take that off me a bit, you know 
… don’t get us wrong, I’d do 
anything for me mother, I’ve 
done it in the past. I’ve done it 
all the time, but I just feel as 
though I mustn’t be the only 
one.” [Carer] p. 212 
these residential homes, the 
granny farms or whatever they 
call them, and I don’t want to do 








‘Care coordination and 
communication difficulties’ 
(different aims and routines 
of different organisations, 
limited understanding of roles 
and responsibilities between 
practitioners and 
organisations, focus on 
medical needs at discharge 
and demand for hospital 
beds) 
“They sent a fax from the 
hospital to say that she was 
going home. When I called 
the nurse it sounded as if the 
patient was in rather bad 
shape. I said that I needed to 
visit the patient before she 
went home, but the nurse 
‘Valued the patient’s right to 
self-determination, yet this did 
not always occur’ 
“There are often a whole lot of 
personnel at the hospital 
meetings where the patients 
feel uncertain and have a hard 
time placing everyone. The 
patients get very nervous and 
then they’re sitting there in 
short hospital gowns.” [Health 
practitioner – hospital-based] p. 
1304 
Patient resources enabled 
participation in the discharge 
(patients’ cognition, physical 
ability, social support)  
“You always have to discuss 
things and include the patients or 
get them to agree to this. It can 
be hard to get them to 
understand their needs.” [Health 
practitioner – hospital-based] p. 
1304 
 
Accurate assessment of patients’ 
resources 
“It’s very difficult to talk with the 
person himself when there are a 
lot of people. There are too many 
professionals with all their ideas 
and who know how everything 
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said that they couldn’t keep 
the patient, she was going 
home now, although the 
patient needed a lot of help.” 
[Health practitioner – 
hospital-based] p. 1303 
should be. They talk about 
instead of with the old person 
and there he/she sits supposed 
to plead his own case.” [Health 






 ‘Getting prepared for life at 
home in the discharge process’ 
(limited preparation skills of 
health practitioners – an 
unstructured approach) 
“We lost all our faith and hope. 
It’s only now they have taken 
his problems seriously at 
hospital. Sometimes they were 
interested and wanted to help, 
other times they didn’t at all.” 
[Carer] pp. 259–260 
‘Older persons’ and/or their 
relatives’ approach – checking’ 
(felt mistrust and resignation 
with health practitioners 
perceived to have an 
unstructured approach) 
“They could have told us about 
how it works with the discharge 
planning: who decides and 
such. I had a colleague at my 
workplace who knows, so he 
told me and then I asked for a 
planning meeting at hospital.” 
[Carer] p. 260 
‘Older persons’ and/or their 
relatives’ approach –
questioning’ (disagreement and 
questioning with health 
practitioners perceived to have 
an unstructured approach) 
‘Getting prepared for life at home 
in the discharge process’ 
(preparation skills of health 
practitioners – a guiding 
approach) 
 “They said they would keep him 
a few more days in hospital to 
recover, which I was glad of. 
After eight days they told us it’s 
now time to start to plan for 
home. It was good that they 
thought about it and planned so I 
could manage at home. I got 
more than I ever thought of, you 
don’t know about everything. 
There were a lot of good things.” 
[Carer] p. 259 
 
 
‘Getting prepared for life at home 
in the discharge process’ 
(preparation for self-care and the 
plan for follow-up care, 
information about who to contact 
re unforeseen needs) 
“When anything happened at 
home the first few times we 
didn’t know how to handle it and 
had no one to contact. But after 
sometime, half a year or so, you 
learn and know who to contact 
and then you feel safer.” [Carer] 
p. 258 
‘Older persons’ and/or their 
relatives’ approach – sharing’ 
(felt confident and satisfied with 
health practitioners perceived to 
have a guiding approach) 
“I felt completely secure when 
getting the information. I relied 
on them, so I didn’t have to 
worry.” [Carer] p. 260  
‘Feeling prepared for life at home 
at the time of discharge’ 
(individual needs re preparation 
for discharge had been 
addressed, some insecurity 
remained) 
“You never know how you will 
manage until you are at home.” 
[Older adult] p. 261 
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“They told me I was to be 
discharged the same day and 
had ordered a taxi … but stop, I 
said I needed more information 
and to talk to the doctor 
beforehand.” [Older adult] p. 
260 
‘Older persons’ and/or their 
relatives’ approach – accepting’ 
(felt resignation with health 
practitioners perceived to have 
an unstructured approach) 
“I tried to explain that it 
wouldn’t work [technical aid], 
but they didn’t consider that; 
then I thought I won’t argue, I 
won’t use it at home.” [Older 
adult] p. 260 
‘Feeling prepared for life at 
home at the time of discharge’ 
(individual needs re preparation 
for discharge had not been 
addressed – unstructured 
approach, insecurity resulted) 
“I asked because I didn’t feel 
well when being discharged, 
but the doctor told me that 
there was no more to be done 
at hospital. Next day I was 









‘Communication as a 
necessary ingredient in care 
transitions’ (within the 
healthcare system, among 
health practitioners, between 
health practitioners and older 
adult patients) 
Adjusting to home and 
reintegrating into the 
community’ 
(Older people experienced 
difficulty adjusting to home: 
fear of falling, frustration re loss 
of functioning) 
‘Social support as a mitigating 
factor to successful care 
transitions’ 
“Just if everyone has someone 
that could stay with them, that 
would make … that would be very 
beneficial. That’s the big one, 
‘Adjusting to home and 
reintegrating into the 
community’ 
“I had to use a wheelchair for a 
while, and then graduated to a 
rolling walker or a plain walker. 
And now I’m most – using a cane 
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“I would like for our 
information to go to the 
outpatient therapist, and I 
know that doesn’t happen. So 
here it is, talking about 
duplication of services. Boy, 
we would cut down on time, 
you know. To be more 
streamlined I think so we’re 
not asking the patients the 
same questions over and 
over. And also 
[communication] between 
disciplines.” [Health 
practitioner] p. 335 
‘Communication as a 
necessary ingredient in care 
transitions’ (for improved 
care coordination between 
different doctors) 
“One of the hardest things to 
deal with was who was taking 
care of what and who do I call 
if I have a question about his 
healthcare … and he’s getting 
prescriptions from all these 
different doctors. You’re not 
always sure of who’s taking 
care of what … The 
coordination of the doctor’s 
efforts … sometimes I felt like 
they were working against 
each other instead of trying to 
work together in his best 
interest.” [Carer] p. 336 
“I can get around [the kitchen], 
but as you can see I’ve knocked 
everything outta the way. My 
[wheel] chair is all scuffed up 
because it doesn’t fit through a 
lot of places.” [Older adult] p. 
337 
 
that’s the big success is having a 
helper at home. It’s very 
exhausting to go home from the 
hospital. It’s very tiring the first 
couple of days.” [Health 
practitioner] p. 334 
Adjusting to home and 
reintegrating into the 
community’ (importance of 
community practitioner support) 
“you practice scenarios that 
would be typical of community 
situations, and that would be 
something, for example, that 
someone who has a significant 
communication problem … that’s 
embedded in our therapy – that 
the vocabulary you choose, the 
phrases you choose, the tools 
you use, all kind of would relate 
to community sorts of 
engagement.” [Health 




if I need it for short distances, 
and that rolling walker if I need 
for long … longer distances. And if 
I go into something like Sam’s or 
WalMart or something like, I use 
one of their little electric carts.” 




Appendix J. Participant Information and Consent Form – 





Participant Information Sheet/Consent Form – Older People & 
Carers (Semi-Structured Interviews & File Audit) 
Title Improving older peoples’ care transition experiences: 
development of an integrated care tool 
Short Title Development of an integrated care tool 
Project Sponsor Deakin University School of Nursing and Midwifery 
Coordinating Principal 
Investigator / Principal 
Investigator 
Jacqueline Allen / Professor Patricia Livingston 
Associate Investigator(s) Professor A Hutchinson, Dr R Brown, A Nugent, Dr S Koch 





Part 1  What does my participation involve? 
1 Introduction 
You are invited to take part in this research project, which is called ‘Improving older 
peoples’ care transition experiences: development of an integrated care tool’. You 
have been invited because you/the person you are caring for are/is being 
discharged from hospital to your/their own home and we are interested in your views 
about the discharge care you have experienced. Your contact details were obtained 
from the clinical care staff at your ward at Eastern Health.  
This Participant Information Sheet/Consent Form tells you about the research 
project. It explains the processes involved with taking part. Knowing what is involved 
will help you decide if you want to take part in the research. 
Please read this information carefully. Ask questions about anything that you don’t 
understand or want to know more about. Before deciding whether or not to take part, 
you might want to talk about it with a relative, friend or local health worker. 
Participation in this research is voluntary. If you don’t wish to take part, you don’t 
have to.  
If you decide you want to take part in the research project, you will be asked to sign 
the consent section. By signing it you are telling us that you: 
• Understand what you have read 
• Consent to take part in the research project 
• Consent to be involved in the research described 
• Consent to the use of your personal and health information as described. 
You will be given a copy of this Participant Information and Consent Form to keep. 
2  What is the purpose of this research? 
• Aim of the project and its significance 
The aim of this project is to improve discharge and transition care for older people 
and their family/carers from hospital to their own home. We expect the research will 
assist in improving older peoples’ experience of discharge care and health 
outcomes. In this first phase of the research, we aim to achieve this by conducting 
an interview with you to help us to find out about your experiences of discharge and 
transition care at Eastern Health, Royal District Nursing Service or Baptcare. This 
will assist us to develop and evaluate a discharge care tool during later stages of the 
study. Care tools include a logical sequence of steps and processes in a defined 
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area of healthcare that assist health practitioners in making decisions and taking 
actions to achieve good outcomes for patients. 
• How the project is intended to fill any gap in knowledge?  
Researchers have identified that discharge and transition care for older people from 
hospital to their own homes can be difficult. When it is not done well it can result in 
medication errors, falls, errors in medical diagnoses and cognitive problems for older 
people. This study aims to improve discharge and transition care for older people 
and help prevent unwanted events during discharge from hospital to home.  
• How it may contribute to care or education or research in the future? 
We expect that the findings from the study will improve knowledge about discharge 
and transition care. The findings will include the perspective of some older people 
and their carers about what they want and about what would be most useful to them. 
We anticipate that this will be helpful in improving discharge and transition care for 
older people. 
• Any relevant background including what is already known 
We know that there are some areas of discharge and transition care for older people 
that result in good care: communication between providers about the discharge, 
preparation of the person and carer for the discharge care, carefully checking 
medications at discharge, a plan for follow-up and patient education about self-care.  
The results of this research will be used by the researcher, Jacqueline Allen, to 
obtain a Doctor of Philosophy degree from Deakin University. 
3 What does participation in this research involve? 
When you are discussing your hospital discharge with a nurse or other health 
professional from Eastern Health or from Royal District Nursing Service or from 
Baptcare, they will ask you if you are interested in learning about this study. With 
your permission, the researcher will introduce you to the study.  
• An interview about how you have experienced your hospital discharge 
The researcher would contact you and arrange a convenient time to visit you to 
conduct an interview with you (the care recipient/and if relevant carer) at your home. 
The interview will be about how you and your carer experienced your hospital 
discharge and the care that you have received from your community based 
providers. This interview will take about one hour and with your permission it would 
be audio-recorded so that the researchers can accurately record what you say. We 
would also read your hospital record and your record from Royal District Nursing 
Service or Baptcare, if you are receiving their care at home. This is so that we can 
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collect information about discharge care and communication of information between 
your health providers. 
• How will the research be monitored? 
The PhD student’s supervisor, Professor Patricia Livingston, will monitor the 
research during regular supervision meetings. The School of Nursing and Midwifery 
at Deakin University, Deakin University Ethics Committee and the ethics committees 
and management at all participating organisations; Eastern Health, Royal District 
Nursing Service and Baptcare will also monitor the research. The PhD student will 
communicate with all participating organisations over the course of the research 
project. 
• The commitment required by the participant? 
Participation in the study will require commitment by the participant (care recipient or 
carer) of one hour duration for the purpose of an interview with the researcher in 
their own home.  
• Access to personal records that may be required? 
With your (the care recipient) permission, your patient record at Eastern Health, 
Royal District Nursing Service or Baptcare, if relevant, will be accessed. This is so 
that the researcher can collect information about discharge care and communication 
of information between your health providers. 
• Screening procedures (questionnaire 
If you decide to take part in the research project, you will first be given a 
questionnaire asking about whether you have a carer, your discharge location, your 
age, any chronic health conditions, your medical and any other care providers when 
you are at home; this will determine if you are eligible to take part. Completing the 
questionnaire will take approximately 10 minutes and the researcher will assist you 
to complete this questionnaire. 
If the screening questionnaire shows that you meet the requirements, then you will 
be able to participate in the research project. If the screening questionnaire shows 
that you cannot be in the research project, the researcher will discuss other options 
with you. 
• Additional costs and reimbursement 
There are no costs associated with participating in this research project, nor will you 
be paid.  
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4 Other relevant information about the research project 
This study is part of a larger study that aims to improve discharge and transition 
care for older people and their carers from hospital to home by developing a care 
tool. It is anticipated that 90 people including older people and their carers, and 
health providers in hospital and working in the community will take part. In the 
second part of the study, three focus groups will be undertaken with older people 
and their carers, and health providers from hospital and from the community to find 
out what they recommend and what they need in the care tool. There are three 
health providers participating in this study; Eastern Health, RDNS and Baptcare. 
5 Do I have to take part in this research project? 
Participation in any research project is voluntary. If you do not wish to take part, you 
do not have to. If you decide to take part and later change your mind, you are free to 
withdraw from the project at any time. Information collected during all interviews will 
be aggregated into grouped information following the interview and file audit and it 
will not be possible to identify your information from the grouped information or 
withdraw your information. 
If you do decide to take part, you will be given this Participant Information and 
Consent Form to sign and you will be given a copy to keep. 
Your decision whether to take part or not to take part, or to take part and then 
withdraw, will not affect your routine care, your relationship with professional staff or 
your relationship with any participating organisation; Eastern Health, Royal District 
Nursing Service, Baptcare or Deakin University. 
6 What are the possible benefits of taking part? 
We cannot guarantee or promise that you will receive any benefits from this 
research; however, possible benefits may include knowing that you are contributing 
to improved discharge and transition care for older people and their carers in the 
future.  
7 What are the possible risks and disadvantages of taking part? 
Psychological distress 
It is not expected that you will experience distress during the interview. If you do feel 
that some of the questions we ask are stressful or upsetting or if you do not wish to 
answer a question, you may skip the question and go to the next question, or you 
may stop immediately. If you become upset or distressed as a result of your 
participation in the research project, the researcher will be able to arrange for 
support from your community provider (RDNS nurse or Baptcare case manager as 
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relevant). Any counselling or support will be provided by qualified staff who are not 
members of the research team. This support would be part of your continuing care 
at home. 
8 What if I withdraw from this research project? 
If you do consent to participate, you may withdraw at any time. If you decide to 
withdraw from the project, please notify a member of the research team before you 
withdraw. A member of the research team will inform you if there are any special 
requirements linked to withdrawing. If you do withdraw, you will be asked to 
complete and sign a ‘Withdrawal of Consent’ form; this will be provided to you by the 
research team. 
If you decide to leave the research project, the researchers will not collect additional 
personal information from you, although personal information already collected will 
be retained to ensure that the results of the research project can be measured 
properly and to comply with law. You should be aware that if you withdraw later than 
two weeks after your interview then data collected up to the time of your interview 
will form part of the research project results.  
9 Could this research project be stopped unexpectedly?  
This research project may be stopped unexpectedly if the PhD student is unable to 
continue her candidature. 
10 What happens when the research project ends? 
When the research project ends, the researcher will send you a written summary of 
the research results for your information and for your interest. This summary will be 
sent to your home address by regular mail or by email if you prefer.  
Part 2 How is the research project being conducted? 
11 What will happen to information about me? 
By signing the consent form you consent to the research team collecting and using 
personal information about you for the research project. Any information obtained in 
connection with this research project that can identify you will remain confidential. 
Only the researcher and research supervisors are directly associated with the 
research study. All data will be treated as private and confidential. Data files and 
databases will be stored at Deakin University on a secure computer. Data will be 
stored and managed in accordance with the Information Privacy Act (2001) and the 
Health Records Act (2001). Data will be stored for up to 7 years in accordance with 
the policy at Deakin University. Your information will only be used for the purpose of 
this research project and it will only be disclosed with your permission, except as 
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required by law. The personal information that the research team collect and use is 
the information in the screening questionnaire, interview and in the file audit. 
Information about you may be obtained from your health records held at this and 
other health organisations for the purpose of this research. By signing the consent 
form you agree to the research team accessing health records if they are relevant to 
your participation in this research project. 
It is anticipated that the results of this research project will be published and/or 
presented in a variety of forums. In any publication and/or presentation, information 
will be provided in such a way that you cannot be identified, except with your 
express permission. Information will be confidential. Your name or details identifying 
you will not be presented in any publications.  
In accordance with relevant Australian and/or Victorian privacy and other relevant 
laws, you have the right to request access to the information about you that is 
collected and stored by the research team. You also have the right to request that 
any information with which you disagree be corrected. Please inform the research 
team member named at the end of this document if you would like to access your 
information. 
Any information obtained for the purpose of this research project that can identify 
you will be treated as confidential and securely stored. It will be disclosed only with 
your permission, or as required by law. 
12 Complaints and compensation 
If you suffer any distress or psychological injury as a result of this research project, 
you should contact the research team as soon as possible. You will be assisted with 
arranging appropriate treatment and support. 
If you have any complaints about the research, please contact the research team as 
soon as possible or you may contact the complaints officer noted on this form. 
13 Who is organising and funding the research? 
Professor Patricia Livingston and the PhD student, Jacqueline Allen, are conducting 
this research project as part of Jacqueline Allen’s PhD project. This is an unfunded 
research study. 
No member of the research team and no organisation will receive financial benefits 
from your involvement in this research project (other than their ordinary wages). 
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14 Who has reviewed the research project? 
All research in Australia involving humans is reviewed by an independent group of 
people called a Human Research Ethics Committee (HREC).  
The HREC of Eastern Health, Royal District Nursing Service and Deakin University 
have approved the ethical aspects of this research project.  
This project will be carried out according to the National Statement on Ethical 
Conduct in Human Research (2007). This statement has been developed to protect 
the interests of people who agree to participate in human research studies. 
15 Further information and who to contact 
The person you may need to contact will depend on the nature of your query. If you 
want any further information concerning this project or if you have any problems 
which may be related to your involvement in the project, you can contact the 
researcher, Jacqueline Allen, on 9244 6960 or any of the following people: 
Research contact person 
 
If you have any complaints about any aspect of the project, the way it is being 
conducted or any questions about being a research participant in general, then you 
may contact: 
Complaints contact person Eastern Health 
Complaints contact person Royal District Nursing Service 
Name Patricia Livingston 
Position Professor 
Telephone 03 9244 6609 
Email Trish.livingston@deakin.edu.au 
Name Chairperson Human Research Ethics Committee 
Eastern Health 
Telephone 03 9895 3398 
Email ethics@easternhealth.org.au 
Name Consumer relations coordinator – Emma Williamson 
Telephone 03 9536 5240 
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Complaints contact person Baptcare 
 





Name Judy Basile 
Position Regional Manager North / East Victoria & Tasmania 
Telephone 03 9831 7392 
Email jbasile@baptcare.org.au 
Position The Manager, Ethics and Biosafety, Deakin 
University 




Consent Form – Adult providing own consent 
 
Title 
Improving older peoples’ care transition 
experiences: development of an integrated care tool 
Short Title Development of an integrated care tool 
Protocol Number Not applicable 




PhD student Jacqueline Allen / 
Principal Investigator and principal supervisor Professor 
Patricia Livingston 
Associate Investigator(s) Professor A Hutchinson, Dr R Brown, A Nugent, Dr S 
Koch 
Location  Eastern Health, Royal District Nursing Service, Baptcare  
 
Declaration by Participant 
I have read the Participant Information Sheet or someone has read it to me in a 
language that I understand.  
I understand the purposes, procedures and risks of the research described in the 
project. 
I have had an opportunity to ask questions and I am satisfied with the answers I 
have received. 
I freely agree to participate in this research project as described and understand that 
I am free to withdraw without affecting my future care.  
I understand that I will be given a signed copy of this document to keep. 
 
 Name of Participant (please print)     






Declaration by Researcher† 
I have given a verbal explanation of the research project, its procedures and risks 
and I believe that the participant has understood that explanation. 
 
 Name of Researcher† (please print)   
   Signature   Date   
 
† An appropriately qualified member of the research team must provide the explanation of, and 
information concerning, the research project.  
 








Improving older peoples’ care transition 
experiences: development of an integrated care tool 
Short Title Development of an integrated care tool 
Protocol Number Not applicable 




PhD student Jacqueline Allen / 
Principal Investigator and principal supervisor Professor 
Patricia Livingston 
Associate Investigator(s) 
Professor A Hutchinson, Dr R Brown, A Nugent, Dr S 
Koch 
Location  
Eastern Health, Royal District Nursing Service, 
Baptcare  
 
Declaration by Participant 
I wish to withdraw from participation in the above research project and understand 
that such withdrawal will not affect my routine care, or my relationships with the 
researchers or Eastern Health, RDNS, Baptcare or Deakin University. 
 
 Name of Participant (please print)     






In the event that the participant’s decision to withdraw is communicated verbally, the Senior 







Declaration by Researcher† 
I have given a verbal explanation of the implications of withdrawal from the research 
project and I believe that the participant has understood that explanation. 
 
 Name of Researcher (please print)   
   Signature   Date   
 
† An appropriately qualified member of the research team must provide information concerning 
withdrawal from the research project.  
 






Appendix K. Screening and Demographic Questionnaire – 
Older People (Context Inquiry, Co-Design Workshops – 
Relevant Sections)  
Project identifier  
Date of birth  
Gender  
Place of birth  
Speaks a language other than 
English at home 
 
Occupation  
Receives old age pension (note if 
receives other pension) 
Y / N (circle as relevant) 
Other (list) 
Has an informal/unpaid carer? Y / N (circle as relevant) 
Does the older person live alone? Y / N (circle as relevant) 
Does the carer live with the 
person? 
Y / N (circle as relevant) 
The older person agrees for their 
carer to participate in the semi-
structured interview at home 
Y / N (circle as relevant), if No, note reason 
Discharge location List: 
Expected discharge date  
Chronic health conditions? List: 




Inclusion criteria, the older person:  
• has undergone a care transition from hospital to home  
• Are discharged during the recruitment period 
• is aged 70 – 90 years 
• experiences at least two chronic health conditions 
• speaks English sufficiently to provide informed consent 
• Is capable of providing informed consent 
If the person meets the inclusion criteria, note contact telephone number, home address and 
anticipated date of home visit for semi-structured interview (context inquiry) below 
Contact telephone number  
Home address  
Email address  
Date of home visit for semi 
structured interview 
(approximately 1–2 weeks 
following discharge) 
 





The person declines the file audit? Note the stated reason if possible: 
The person agrees to the 
researcher contacting their GP 
Y / N (circle as relevant) 
If yes, note GPs name and contact details 
If no, note reason 
The person agrees to be contacted 
about the co-design workshops? 
Y / N (circle as relevant) 
The person declines to participate 
in the study? 






Appendix L. Screening and Demographic Questionnaire – 
Carers (Context Inquiry, Co-Design Workshops – Relevant 
Sections) 
Project identifier  
Date of birth  
Gender  
Place of birth  
Speaks a language other than 
English at home 
 
Occupation  
Receives old age pension (note if 
receives other pension) 
Y / N (circle as relevant) 
Other (list) 
Is an informal/unpaid carer of the 
nominated older person? 
Y / N (circle as relevant) 
Does the carer live alone? Y / N (circle as relevant) 
Does the carer live with the 
person? 
Y / N (circle as relevant) 
Carer’s relationship to the older 
person? 
 
Chronic health conditions (carer)? List: 
 
Medical / other care providers at 
home for the older person? 
List: 
 
Inclusion criteria, the carer:  
• Is in the role of an unpaid and informal carer as nominated by the older person  
• Is aged 18 years or over 
• Is capable of providing informed consent  
• Speaks English sufficiently to provide informed consent 
If the person meets the inclusion criteria, note contact telephone number, home address and 
anticipated date of home visit for semi-structured interview below 
Contact telephone number  
Home address  
Email address  
Date of home visit for semi 
structured interview 
(approximately 1–2 weeks 
following discharge) 
 
The carer agrees to be contacted 
about the co-design workshops? 
Y / N (circle as relevant) 
The carer declines to participate in 
the study? 






Appendix M. Semi-Structured Interview Guidelines – Older 
People and their Carers (Context Inquiry) 
1. Have you visited the hospital before? 
2. Tell me about your hospital discharge? 
a. Prompts: 
i. What was the most important thing about your hospital discharge? 
ii. What do you value most about your hospital discharge? 
iii. What happened when you returned home? 
3. What is the most valuable thing about coming home? 
4. What services came to visit you at home? 
5. What was most important about the support you received at home after 
discharge from hospital? 
6. Were you satisfied with the way that the hospital discharged you? 
7. Are you satisfied with the way that your community providers have supported 
you at home after your discharge? 





Appendix N. Audit Tool (Context Inquiry) 
Patient identifier number: 
Discharge & transition care 
1. Discharge assessment noted? Y /N 
List/ describe   
2. Discharge planning noted? Y /N 
List/ describe  
3. Discharge communication to community 
providers recorded? 
Y /N 
List/describe discharge communication  
List/describe method of communication  
4. Referrals to community providers recorded? Y /N 
List/describe discharge referrals  
List/describe method of referral  
5. Reconciliation of medications at transition 
noted? 
Y /N 
List/describe health teaching 
 
 
12. Self-care management and health 
teaching with the older person 
recorded? 
Y /N 
List/describe health teaching 
 
 
13. Self care management and health 
teaching with the carer recorded? 
Y /N 
List / describe health teaching 
 
 
14. Other preparation of the person and 
carer for the care transition? 
Y /N 
List / describe  
15. Follow-up plan recorded? Y /N 





Appendix O. Participant Information and Consent Form – 
Health Practitioners (Context Inquiry) 
 
 
Participant Information Sheet/Consent Form – Health 
Practitioners (Participant Observation & Semi-Structured 
Interviews) 
Title 
Improving older peoples’ care transition experiences: 
development of an integrated care tool 
Short Title Development of an integrated care tool 
Project Sponsor Deakin University School of Nursing and Midwifery 
Coordinating Principal 
Investigator / Principal 
Investigator 
Jacqueline Allen / Professor Patricia Livingston 
Associate Investigator(s) 
 
Professor A Hutchinson, Dr R Brown, A Nugent, Dr S Koch 
Location  Eastern Health, Royal District Nursing Service, Baptcare 
 
Part 1 What does my participation involve? 
1 Introduction 
You are invited to take part in this research project, which is called ‘Improving older 
peoples’ care transition experiences: development of an integrated care tool’. You 
have been invited because you discharge/participate in discharge care of older 
people from hospital to their own home and we are interested in your views about 
your experiences in providing discharge care to older people from hospital to home. 
Your contact details were obtained from the management and clinical care staff at 




This Participant Information Sheet/Consent Form tells you about the research 
project. It explains the processes involved with taking part. Knowing what is involved 
will help you decide if you want to take part in the research. 
Please read this information carefully. Ask questions about anything that you don’t 
understand or want to know more about. Before deciding whether or not to take part, 
you might want to talk about it with a relative, friend or colleague. 
Participation in this research is voluntary. If you don’t wish to take part, you don’t 
have to.  
If you decide you want to take part in the research project, you will be asked to sign 
the consent section. By signing it you are telling us that you: 
• Understand what you have read 
• Consent to take part in the research project 
• Consent to be involved in the research described 
• Consent to the use of your personal and health information as described. 
You will be given a copy of this Participant Information and Consent Form to keep. 
2  What is the purpose of this research? 
• Aim of the project and its significance 
The aim of this project is to improve discharge and transition care for older people 
and their family/carers from hospital to their own home to improve older peoples’ 
experience of discharge care and health outcomes. We aim to achieve this by 
observing you conduct discharge practice and transition care and by conducting an 
interview with you to help us to find out what your experiences are of providing 
discharge and transition care at Eastern Health, RDNS, Baptcare or in general 
practice. This will assist us to improve discharge care during later stages of the 
study.  
• How the project is intended to fill any gap in knowledge?  
Researchers have identified that discharge and transition care for older people from 
hospital to their own homes can be difficult. When it is not done well it can result in 
medication errors, falls, errors in medical diagnoses and cognitive problems for older 
people. This study aims to improve discharge and transition care for older people 




• How it may contribute to care or education or research in the future? 
We expect that the findings from the study will improve knowledge about discharge 
and transition care. The findings will include the perspective of some hospital and 
community based health providers about what they want and about what would be 
most useful to them in providing discharge and transition care. We anticipate that 
this will be helpful in improving discharge and transition care for older people. 
• Any relevant background including what is already known 
We know that there are some areas of discharge and transition care for older people 
that result in good care: communication between providers about the discharge, 
preparation of the person and carer for the discharge care, carefully checking 
medications at discharge, a plan for follow-up and patient education about self-care.  
The results of this research will be used by the researcher, Jacqueline Allen, to 
obtain a Doctor of Philosophy degree from Deakin University. 
3 What does participation in this research involve? 
Management at your health service will introduce the project to you. Management 
may ask you directly whether you would be interested to learn about this study. With 
your permission, the researcher will introduce you to the study.  
• Semi-structured interview 
With your permission, the researcher would conduct an interview with you at a time 
that is convenient to you in a quiet office at your workplace or at Deakin University 
Burwood campus if this is more convenient to you. In the interview, the researcher 
will ask you about your experience in providing discharge and transition care to 
older people and their carers. This interview will take about 45 minutes and with 
your permission it would be audio-recorded so that the researchers can accurately 
record what you say.  
• How will the research be monitored? 
The PhD student’s supervisor, Professor Patricia Livingston, will monitor the 
research during regular supervision meetings. The School of Nursing and Midwifery 
at Deakin University, Deakin University Ethics Committee and the ethics committees 
and management at all participating organisations; Eastern Health, Royal District 
Nursing Service and Baptcare will also monitor the research. The PhD student will 





• The commitment required by the participant? 
Participation in the study will require commitment by the participant (healthcare 
provider) of no more than 45 minutes for the interview.  
• Screening procedures (questionnaire) 
If you decide to take part in the research project, you will first be given a 
questionnaire asking about your place of employment, your role, and your age; this 
will determine if you are eligible to take part. Completing the questionnaire will take 
approximately 5 minutes and the researcher will assist you to complete this 
questionnaire. 
If the screening questionnaire shows that you meet the requirements, then you will 
be able to participate in the research project. If the screening questionnaire shows 
that you cannot be in the research project, the researcher will discuss other options 
with you. 
• Additional costs and reimbursement 
There are no costs associated with participating in this research project, nor will you 
be paid.  
4 Other relevant information about the research project 
This study is part of a larger study that aims to improve discharge and transition 
care for older people and their carers from hospital to home by developing a care 
tool. It is anticipated that 90 people including older people and their carers, and 
health providers in hospital and working in the community will take part. In the 
second part of the study, three focus groups will be undertaken with older people 
and their carers, and health providers from hospital and from the community to find 
out what they recommend and what they need in the care tool.  
5 Do I have to take part in this research project? 
Participation in any research project is voluntary. If you do not wish to take part, you 
do not have to. If you decide to take part and later change your mind, you are free to 
withdraw from the project up to two weeks following the interview. Information 
collected during interviews will be aggregated into grouped information two weeks 
following data collection and it will not be possible to identify your information from 
the grouped information or to withdraw your information. 
If you do decide to take part, you will be given this Participant Information and 
Consent Form to sign and you will be given a copy to keep. 
Your decision whether to take part or not to take part, or to take part and then 
withdraw, will not affect your employment, or your relationship with your employer, 
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or your relationship with any participating organisation; Eastern Health, Royal 
District Nursing Service, Baptcare or Deakin University. 
6 What are the possible benefits of taking part? 
We cannot guarantee or promise that you will receive any benefits from this 
research; however, possible benefits may include knowing that you are contributing 
to improved discharge and transition care for older people and their carers in the 
future.  
7 What are the possible risks and disadvantages of taking part? 
Psychological distress 
It is not expected that you will experience distress during during the interview. If you 
do feel that some of the questions we ask are stressful or upsetting or if you do not 
wish to answer a question, you may skip the question and go to the next question, 
or you may stop immediately. If you become upset or distressed as a result of your 
participation in the research project, the researcher will be able to arrange for 
support from your employer through the relevant employee assistance program. Any 
counselling or support will be provided by qualified staff who are not members of the 
research team.  
8 What if I withdraw from this research project? 
If you do consent to participate, you may withdraw at any time. If you decide to 
withdraw from the project, please notify a member of the research team before you 
withdraw. A member of the research team will inform you if there are any special 
requirements linked to withdrawing. If you do withdraw, you will be asked to 
complete and sign a ‘Withdrawal of Consent’ form; this will be provided to you by the 
research team. 
If you decide to leave the research project, the researchers will not collect additional 
personal information from you, although personal information already collected will 
be retained to ensure that the results of the research project can be measured 
properly and to comply with law. You should be aware that if you withdraw later than 
two weeks after your participant observation and interview then data collected up to 
that time will form part of the research project results.  
9 Could this research project be stopped unexpectedly?  
This research project may be stopped unexpectedly if the PhD student is unable to 




10 What happens when the research project ends? 
When the research project ends, the researcher will send you a written summary of 
the research results for your information and for your interest. This summary will be 
sent to your email address or it will be sent by regular mail if you prefer.  
Part 2 How is the research project being conducted? 
11 What will happen to information about me? 
By signing the consent form you consent to the research team collecting and using 
personal information about you for the research project. Any information obtained in 
connection with this research project that can identify you will remain confidential. 
Only the researcher and research supervisors are directly associated with the 
research study. All data will be treated as private and confidential. Data files and 
databases will be stored at Deakin University on a secure network drive. Data will be 
stored and managed in accordance with the Information Privacy Act (2001) and the 
Health Records Act (2001). Data will be stored for up to 7 years in accordance with 
the policy at Deakin University. Your information will only be used for the purpose of 
this research project and it will only be disclosed with your permission, except as 
required by law. The personal information that the research team collect and use is 
the information in the interview.  
It is anticipated that the results of this research project will be published and/or 
presented in a variety of forums. In any publication and/or presentation, information 
will be provided in such a way that you cannot be identified, except with your 
express permission. Information will be confidential. Your name or details identifying 
you will not be presented in any publications.  
In accordance with relevant Australian and/or Victorian privacy and other relevant 
laws, you have the right to request access to the information about you that is 
collected and stored by the research team. You also have the right to request that 
any information with which you disagree be corrected. Please inform the research 
team member named at the end of this document if you would like to access your 
information. 
Any information obtained for the purpose of this research project that can identify 
you will be treated as confidential and securely stored. It will be disclosed only with 




12 Complaints and compensation 
If you suffer any distress or psychological injury as a result of this research project, 
you should contact the research team as soon as possible. You will be assisted with 
arranging appropriate treatment and support. 
13 Who is organising and funding the research? 
Professor Patricia Livingston and the PhD student, Jacqueline Allen, are conducting 
this research project as part of Jacqueline Allen’s PhD project. This is an unfunded 
research study. 
No member of the research team and no organisation will receive financial benefits 
from your involvement in this research project (other than their ordinary wages). 
14 Who has reviewed the research project? 
All research in Australia involving humans is reviewed by an independent group of 
people called a Human Research Ethics Committee (HREC).  
The HREC of Eastern Health, Royal District Nursing Service and Deakin University 
have approved the ethical aspects of this research project.  
This project will be carried out according to the National Statement on Ethical 
Conduct in Human Research (2007). This statement has been developed to protect 
the interests of people who agree to participate in human research studies. 
15 Further information and who to contact 
The person you may need to contact will depend on the nature of your query. If you 
want any further information concerning this project or if you have any problems 
which may be related to your involvement in the project, you can contact the 
researcher, Jacqueline Allen, on 9244 6960 or any of the following people: 






If you have any complaints about any aspect of the project, the way it is being 
conducted or any questions about being a research participant in general, then you 
may contact: 
  
Name Patricia Livingston 
Position Professor 






























Name Chairperson Human Research Ethics Committee 
Eastern Health 
Telephone 03 9895 3398 
Email ethics@easternhealth.org.au 
Name Consumer relations coordinator - Emma Williamson 
Telephone 03 9536 5240 
Email ewilliamson@rdns.com.au 
Name Judy Basile 
Position Regional Manager North / East Victoria & Tasmania 
Telephone 03 9831 7392 
Email jbasile@baptcare.org.au 
Position Manager, Ethics and Biosafety, Deakin University 
Telephone 9251 7129 
Email research-ethics@deakin.edu.au 
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Consent Form – Adult providing own consent 
 
Title 
Improving older peoples’ care transition 
experiences: development of an integrated care 
tool 
Short Title Development of an integrated care tool 
Protocol Number Not applicable 




PhD student Jacqueline Allen / 
Principal Investigator and principal supervisor 
Professor Patricia Livingston 
Associate 
Investigator(s) 
Professor A Hutchinson, Dr R Brown, A Nugent, Dr S 
Koch 
Location  Eastern Health, Royal District Nursing Service, 
Baptcare  
 
Declaration by Participant 
I have read the Participant Information Sheet or someone has read it to me in a 
language that I understand.  
I understand the purposes, procedures and risks of the research described in the 
project. 
I have had an opportunity to ask questions and I am satisfied with the answers I 
have received. 
I freely agree to participate in this research project as described and understand that 
I am free to withdraw without affecting my future relationship or care.  
I understand that I will be given a signed copy of this document to keep. 
 
 Name of Participant (please print)     
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Declaration by Researcher† 
I have given a verbal explanation of the research project, its procedures and risks 
and I believe that the participant has understood that explanation. 
 
 Name of Researcher† (please print)   
   Signature   Date   
 
† An appropriately qualified member of the research team must provide the explanation of, and 
information concerning, the research project.  
 
Note: All parties signing the consent section must date their own signature. 
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Improving older peoples’ care transition 
experiences: development of an integrated care tool 
Short Title Development of an integrated care tool 
Protocol Number Not applicable 




PhD student Jacqueline Allen 




Professor A Hutchinson, Dr R Brown, A Nugent, Dr S 
Koch 
Location  Eastern Health, Royal District Nursing Service, 
Baptcare  
 
Declaration by Participant 
I wish to withdraw from participation in the above research project and understand 
that such withdrawal will not affect my routine care, or my relationships with the 
researchers or Eastern Health, RDNS, Baptcare or Deakin University. 
 
 Name of Participant (please print)     
  Signature   Date   
 
 
In the event that the participant’s decision to withdraw is communicated verbally, the Senior 
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Declaration by Researcher† 
I have given a verbal explanation of the implications of withdrawal from the research 
project and I believe that the participant has understood that explanation. 
 
 Name of Researcher (please print)   
   Signature   Date   
 
† An appropriately qualified member of the research team must provide information concerning 
withdrawal from the research project.  
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Appendix P. Screening and Demographic Questionnaire – 
Health Practitioners (Context Inquiry, Co-Design Workshops 
– Relevant Sections) 
Project identifier  
Date of birth  
Gender  
Place of birth  
Speaks a language other than 




Length of time in occupation  
Current role and employer  
Length of time in current role  
Inclusion criteria, the health practitioner:  
• Is involved in care provision to older people and their carers during care transitions 
from hospital to home  
• Is aged over 18 years 
• Is employed by a participating health organisation or relevant general practice 
If the person meets the inclusion criteria, note contact telephone number, and anticipated 
date of participant observation 
Contact telephone number  
Email address  
Date of participant observation  
The person agrees to be contacted 
about the co-design workshops? 
Y / N (circle as relevant) 
The person declines to participate 
in the study? 
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Appendix Q. Semi-structured Interview Guidelines – Health 
Practitioners (Context Inquiry) 
1. Tell me what you know about the discharge of older people from hospital to 
home? 
2. What is the best thing that has happened in the discharge of older people from 
hospital to home? 
3. What is the most humorous thing that has happened in the discharge of older 
people from hospital to home? 
4. What is the worst thing that has happened in the discharge of older people from 
hospital to home? 
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Appendix R. Participant Information and Consent Form – 
Older People and Carers (Co-design Focus Groups) 
 
 
Participant Information Sheet/Consent Form - Older People & 
Carers (Co-design Focus Groups) 
Title 
Improving older peoples’ care transition 
experiences: development of an integrated 
care tool 
Short Title Development of an integrated care tool 
Project Sponsor 
Deakin University School of Nursing and 
Midwifery 
Coordinating Principal 
Investigator / Principal 
Investigator 
Jacqueline Allen / Professor Patricia Livingston 
Associate Investigator(s) 
 
Professor A Hutchinson, Dr R Brown, A Nugent, 
Dr S Koch 
Location  




Part 1  What does my participation involve? 
1 Introduction 
You are invited to take part in this research project, which is called ‘Improving older 
peoples’ care transition experiences: development of an integrated care tool’. You 
have been invited because you/the person you are caring for has been discharged 
from hospital to your/their own home and we are interested in your views about the 
discharge care you have experienced. Your contact details were obtained from the 
staff at Eastern Health, RDNS or Baptcare.  
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This Participant Information Sheet/Consent Form tells you about the research 
project. It explains the processes involved with taking part. Knowing what is involved 
will help you decide if you want to take part in the research. 
Please read this information carefully. Ask questions about anything that you don’t 
understand or want to know more about. Before deciding whether or not to take part, 
you might want to talk about it with a relative, friend or local health worker. 
Participation in this research is voluntary. If you don’t wish to take part, you don’t 
have to.  
If you decide you want to take part in the research project, you will be asked to sign 
the consent section. By signing it you are telling us that you: 
• Understand what you have read 
• Consent to take part in the research project 
• Consent to be involved in the research described 
• Consent to the use of your personal and health information as described. 
You will be given a copy of this Participant Information and Consent Form to keep. 
2  What is the purpose of this research? 
• Aim of the project and its significance 
The aim of this project is to improve discharge and transition care for older people 
and their family/carers from hospital to their own home. We expect the research will 
assist in improving older peoples’ experience of discharge care and health 
outcomes. In this second phase of the research, we aim to achieve this by 
conducting three co-design focus groups with older people, their carers and health 
providers to help us to find out about the ‘must haves’ in discharge and transition 
care. This will assist us to develop a care tool for hospital and community providers 
to follow when discharging older people and their carers from hospital. Care tools 
include a logical sequence of steps and processes in a defined area of healthcare 
that assist health practitioners in making decisions and taking actions to achieve 
good outcomes for patients. 
• How the project is intended to fill any gap in knowledge?  
Researchers have identified that discharge and transition care for older people from 
hospital to their own homes can be difficult. When it is not done well it can result in 
medication errors, falls, errors in medical diagnoses and cognitive problems for older 
people. This study aims to improve discharge and transition care for older people 
and help prevent unwanted events during discharge from hospital to home.  
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• How it may contribute to care or education or research in the future? 
We expect that the findings from the study will improve knowledge about discharge 
and transition care. The findings will include the perspective of some older people 
and their carers about what they want and about what would be most useful to them. 
We anticipate that this will be helpful in improving discharge and transition care for 
older people. 
• Any relevant background including what is already known 
We know that there are some areas of discharge and transition care for older people 
that result in good care: communication between providers about the discharge, 
preparation of the person and carer for the discharge care, carefully checking 
medications at discharge, a plan for follow-up and patient education about self-care.  
The results of this research will be used by the researcher, Jacqueline Allen, to 
obtain a Doctor of Philosophy degree from Deakin University. 
3 What does participation in this research involve? 
The staff at Eastern Health or from Royal District Nursing Service or from Baptcare 
will ask you if you are interested in learning about this study. With your permission, 
the researcher will introduce you to the study.  
• Three co-design focus groups 
The researcher, Jacqueline Allen, would contact you and inform you about the date, 
time and location of the focus groups. Each focus group is expected to take 1 hour 
and the first 2 focus groups will be spaced about 1 week apart. There will be 
discussions during the focus groups to find out what the ‘must haves’ are in good 
quality discharge and transitional care for older people. The researchers will use this 
information to develop a care tool. After the tool has been developed, we will invite 
you to return for one last co-design focus group to think about the anything that 
might further improve the tool. 
You will be provided with taxi vouchers to support your transportation to the focus 
groups at no cost to you. We will provide refreshments during the focus groups. With 
your permission, the focus groups will be audio-recorded. 
• How will the research be monitored? 
The PhD student’s supervisor, Professor Patricia Livingston, will monitor the 
research during regular supervision meetings. The School of Nursing and Midwifery 
at Deakin University, Deakin University Ethics Committee and the ethics committees 
and management at all participating organisations; Eastern Health, Royal District 
Nursing Service and Baptcare will also monitor the research. The PhD student will 
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communicate with all participating organisations over the course of the research 
project. 
• The commitment required by the participant? 
Participation in the study will require commitment by the participant (care recipient or 
carer) of participating in 3 focus groups of 1 hour duration.  
• Access to personal records that may be required? 
Access to your personal records will not be required for this phase of the study. 
• Screening procedures (questionnaire) 
If you decide to take part in the research project, you will first be given a 
questionnaire asking about whether you have a carer, your discharge location, your 
age, any chronic health conditions, your medical and any other care providers when 
you are at home; this will determine if you are eligible to take part. Completing the 
questionnaire will take approximately 10 minutes and the researcher will assist you 
to complete this questionnaire. 
If the screening questionnaire shows that you meet the requirements, then you will 
be able to participate in the research project. If the screening questionnaire shows 
that you cannot be in the research project, the researcher will discuss other options 
with you. 
• Additional costs and reimbursement 
There are no costs associated with participating in this research project, nor will you 
be paid.  
4 Other relevant information about the research project 
This study is part of a larger study that aims to improve discharge and transition 
care for older people and their carers from hospital to home by developing a care 
tool. It is anticipated that 90 people including older people and their carers, and 
health providers in hospital and working in the community will take part. There are 
three health providers participating in this study; Eastern Health, RDNS and 
Baptcare. 
We ask everyone who participates in the focus groups to keep information 
discussed during the focus groups private and confidential. We cannot guarantee 
that participants will keep information discussed during the focus groups private and 
confidential. 
We will audio-record the workshops so that we can accurately capture all relevant 
information. 
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5 Do I have to take part in this research project? 
Participation in any research project is voluntary. If you do not wish to take part, you 
do not have to. If you decide to take part and later change your mind, you are free to 
withdraw from the project at any time. Information collected during all focus groups 
will be aggregated into grouped information following the focus groups and it will not 
be possible to identify your information from the grouped information or withdraw 
your information. 
If you do decide to take part, you will be given this Participant Information and 
Consent Form to sign and you will be given a copy to keep. 
Your decision whether to take part or not to take part, or to take part and then 
withdraw, will not affect your routine care, your relationship with professional staff or 
your relationship with any participating organisation; Eastern Health, Royal District 
Nursing Service, Baptcare or Deakin University. 
6 What are the possible benefits of taking part? 
We cannot guarantee or promise that you will receive any benefits from this 
research; however, possible benefits may include knowing that you are contributing 
to improved discharge and transition care for older people and their carers in the 
future.  
7 What are the possible risks and disadvantages of taking part? 
Psychological distress 
It is not expected that you will experience distress during the focus groups. If you do 
feel that some of the discussions are stressful or upsetting or if you do not wish to 
participate in the discussion you do not need to participate, you may stop 
immediately. If you become upset or distressed as a result of your participation in 
the research project, the researcher will be able to arrange for support from your 
community provider (RDNS nurse or Baptcare case manager as relevant). Any 
counselling or support will be provided by qualified staff who are not members of the 
research team. This support would be part of your continuing care at home. 
8 What if I withdraw from this research project? 
If you do consent to participate, you may withdraw at any time. If you decide to 
withdraw from the project, please notify a member of the research team before you 
withdraw. A member of the research team will inform you if there are any special 
requirements linked to withdrawing. If you do withdraw, you will be asked to 
complete and sign a ‘Withdrawal of Consent’ form; this will be provided to you by the 
research team. 
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If you decide to leave the research project, the researchers will not collect additional 
personal information from you, although personal information already collected will 
be retained to ensure that the results of the research project can be measured 
properly and to comply with law. You should be aware that if you withdraw then data 
collected up to the time of your withdrawal will form part of the research project 
results.  
9 Could this research project be stopped unexpectedly?  
This research project may be stopped unexpectedly if the PhD student is unable to 
continue her candidature. 
10 What happens when the research project ends? 
When the research project ends, the researcher will send you a written summary of 
the research results for your information and for your interest. This summary will be 
sent to your home address by regular mail or by email if you prefer.  
Part 2 How is the research project being conducted? 
11 What will happen to information about me? 
By signing the consent form you consent to the research team collecting and using 
personal information about you for the research project. Any information obtained in 
connection with this research project that can identify you will remain confidential. 
Only the researcher and research supervisors are directly associated with the 
research study. All data will be treated as private and confidential. Data files and 
databases will be stored at Deakin University on a secure computer. Data will be 
stored and managed in accordance with the Information Privacy Act (2001) and the 
Health Records Act (2001). Data will be stored for up to 7 years in accordance with 
the policy at Deakin University. Your information will only be used for the purpose of 
this research project and it will only be disclosed with your permission, except as 
required by law. The personal information that the research team collect and use is 
the information in the screening questionnaire, and discussions during the focus 
groups.  
It is anticipated that the results of this research project will be published and/or 
presented in a variety of forums. In any publication and/or presentation, information 
will be provided in such a way that you cannot be identified, except with your 
express permission. Information will be confidential. Your name or details identifying 
you will not be presented in any publications.  
In accordance with relevant Australian and/or Victorian privacy and other relevant 
laws, you have the right to request access to the information about you that is 
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collected and stored by the research team. You also have the right to request that 
any information with which you disagree be corrected. Please inform the research 
team member named at the end of this document if you would like to access your 
information. 
Any information obtained for the purpose of this research project that can identify 
you will be treated as confidential and securely stored. It will be disclosed only with 
your permission, or as required by law. 
12 Complaints and compensation 
If you suffer any distress or psychological injury as a result of this research project, 
you should contact the research team as soon as possible. You will be assisted with 
arranging appropriate treatment and support. 
If you have any complaints about the research, please contact the research team as 
soon as possible or you may contact the complaints officer noted on this form. 
13 Who is organising and funding the research? 
Professor Patricia Livingston and the PhD student, Jacqueline Allen, are conducting 
this research project as part of Jacqueline Allen’s PhD project. This is an unfunded 
research study. 
No member of the research team and no organisation will receive financial benefits 
from your involvement in this research project (other than their ordinary wages). 
14 Who has reviewed the research project? 
All research in Australia involving humans is reviewed by an independent group of 
people called a Human Research Ethics Committee (HREC).  
The HREC of Eastern Health, Royal District Nursing Service and Deakin University 
have approved the ethical aspects of this research project.  
This project will be carried out according to the National Statement on Ethical 
Conduct in Human Research (2007). This statement has been developed to protect 
the interests of people who agree to participate in human research studies. 
15 Further information and who to contact 
The person you may need to contact will depend on the nature of your query. If you 
want any further information concerning this project or if you have any problems 
which may be related to your involvement in the project, you can contact the 
researcher, Jacqueline Allen, on 9244 6960 or any of the following people: 
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If you have any complaints about any aspect of the project, the way it is being 
conducted or any questions about being a research participant in general, then you 























Name Patricia Livingston 
Position Professor 
Telephone 03 9244 6609 
Email Trish.livingston@deakin.edu.au 
Name Chair person Human Research Ethics Committee 
Eastern Health 
Telephone 03 9895 3398 
Email ethics@easternhealth.org.au 
Name Consumer relations coordinator - Emma Williamson 
Telephone 03 9536 5240 
Email ewilliamson@rdns.com.au 
Name Judy Basile 
Position Regional Manager North / East Victoria & Tasmania 
Telephone 03 9831 7392 
Email jbasile@baptcare.org.au 
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Consent Form – Adult providing own consent 
 
Title 
Improving older peoples’ care transition 
experiences: development of an integrated care 
tool 
Short Title Development of an integrated care tool 
Protocol Number Not applicable 




PhD student Jacqueline Allen  
Principal Investigator and principal supervisor 
Professor Patricia Livingston 
Associate Investigator(s) Professor A Hutchinson, Dr R Brown, A Nugent, Dr S 
Koch 
Location  Eastern Health, Royal District Nursing Service, 
Baptcare  
 
Declaration by Participant 
I have read the Participant Information Sheet or someone has read it to me in a 
language that I understand.  
I understand the purposes, procedures and risks of the research described in the 
project. 
I have had an opportunity to ask questions and I am satisfied with the answers I 
have received. 
I freely agree to participate in this research project as described and understand that 
I am free to withdraw without affecting my future care.  
Position Manager, Ethics and Biosafety, Deakin University 
Telephone 9251 7129 
Email research-ethics@deakin.edu.au 
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I understand that I will be given a signed copy of this document to keep. 
 
 Name of Participant (please print)     
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Declaration by Researcher† 
I have given a verbal explanation of the research project, its procedures and risks 
and I believe that the participant has understood that explanation. 
 
 
 Name of Researcher† (please print)   
   Signature   Date   
 
† An appropriately qualified member of the research team must provide the explanation of, and 
information concerning, the research project.  
 
Note: All parties signing the consent section must date their own signature. 
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Improving older peoples’ care transition 
experiences: development of an integrated care 
tool 
Short Title Development of an integrated care tool 
Protocol Number Not applicable 




PhD student Jacqueline Allen / 
Principal Investigator and principal supervisor 
Professor Patricia Livingston 
Associate Investigator(s) Professor A Hutchinson, Dr R Brown, A Nugent, Dr 
S Koch 
Location  
Eastern Health, Royal District Nursing Service, 
Baptcare  
 
Declaration by Participant 
I wish to withdraw from participation in the above research project and understand 
that such withdrawal will not affect my routine care, or my relationships with the 
researchers or Eastern Health, RDNS, Baptcare or Deakin University. 
 
 Name of Participant (please print)     
  Signature   Date   
 
 
In the event that the participant’s decision to withdraw is communicated verbally, the Senior 
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Declaration by Researcher† 
I have given a verbal explanation of the implications of withdrawal from the research 
project and I believe that the participant has understood that explanation. 
 
 Name of Researcher (please print)   
   Signature   Date   
 
† An appropriately qualified member of the research team must provide information concerning 
withdrawal from the research project.  
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Appendix S Participant Information and Consent Form – 
Health Practitioners (Co-design Focus Groups) 
 
Participant Information Sheet/Consent Form – Health 
Practitioners (Co-Design Focus Groups) 
Title 
Improving older peoples’ care transition 
experiences: development of an integrated care tool 
Short Title Development of an integrated care tool 
Project Sponsor Deakin University School of Nursing and Midwifery 
Coordinating Principal 
Investigator / Principal 
Investigator 
Jacqueline Allen / Professor Patricia Livingston 
Associate Investigator(s) 
 
Professor A Hutchinson, Dr R Brown, A Nugent, Dr S 
Koch 
Location  Eastern Health, Royal District Nursing Service, 
Baptcare 
 
Part 1  What does my participation involve? 
1 Introduction 
You are invited to take part in this research project, which is called ‘Improving older 
peoples’ care transition experiences: development of an integrated care tool’. You 
have been invited because you discharge/participate in discharge care of older 
people from hospital to their own home and we are interested in your views about 
your experiences in providing discharge care to older people from hospital to home. 
Your contact details were obtained from the management and clinical care staff at 
Eastern Health, RDNS or Baptcare, or from your patient.  
This Participant Information Sheet/Consent Form tells you about the research 
project. It explains the processes involved with taking part. Knowing what is involved 
will help you decide if you want to take part in the research. 
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Please read this information carefully. Ask questions about anything that you don’t 
understand or want to know more about. Before deciding whether or not to take part, 
you might want to talk about it with a relative, friend or colleague. 
Participation in this research is voluntary. If you don’t wish to take part, you don’t 
have to.  
If you decide you want to take part in the research project, you will be asked to sign 
the consent section. By signing it you are telling us that you: 
• Understand what you have read 
• Consent to take part in the research project 
• Consent to be involved in the research described 
• Consent to the use of your personal and health information as described. 
You will be given a copy of this Participant Information and Consent Form to keep. 
2  What is the purpose of this research? 
• Aim of the project and its significance 
The aim of this project is to improve discharge and transition care for older people 
and their family/carers from hospital to their own home to improve older peoples’ 
experience of discharge care and health outcomes. In this second phase of the 
research, we aim to achieve this by conducting three co-design focus groups with 
older people, their carers and health providers to help us to find out what the ‘must 
haves’ are in discharge and transition care. This will assist us to develop a care tool 
for hospital and community providers to follow when discharging older people and 
their carers from hospital.  
• How the project is intended to fill any gap in knowledge?  
Researchers have identified that discharge and transition care for older people from 
hospital to their own homes can be difficult. When it is not done well it can result in 
medication errors, falls, errors in medical diagnoses and cognitive problems for older 
people. This study aims to improve discharge and transition care for older people 
and help prevent unwanted events during discharge from hospital to home.  
• How it may contribute to care or education or research in the future? 
We expect that the findings from the study will improve knowledge about discharge 
and transition care. The findings will include the perspective of some older people 
and their carers, and some hospital and community based health providers about 
what they want and about what would be most useful to them in providing discharge 
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and transition care. We anticipate that this will be helpful in improving discharge and 
transition care for older people. 
• Any relevant background including what is already known 
We know that there are some areas of discharge and transition care for older people 
that result in good care: communication between providers about the discharge, 
preparation of the person and carer for the discharge care, carefully checking 
medications at discharge, a plan for follow-up and patient education about self-care.  
The results of this research will be used by the researcher, Jacqueline Allen, to 
obtain a Doctor of Philosophy degree from Deakin University. 
3 What does participation in this research involve? 
Management at your health service will invite you whether you would be interested 
to learn about this study. Some patients have agreed for the researcher to contact 
their general practitioner. With your permission, the researcher will introduce you to 
the study.  
• Three co-design focus groups 
The researcher would contact you and inform you about the date, time and location 
of the focus groups. Each focus group is expected to take 1 hour and the first two 
focus groups will be spaced 1 week apart. There will be discussions during the focus 
groups to find out what the ‘must haves’ are in good quality discharge and 
transitional care for older people. The researchers will use this information to 
develop a care tool. After the tool has been developed, we will invite you to return 
for one last co-design focus group to think about anything that might further improve 
the care tool. 
• How will the research be monitored? 
The PhD student’s supervisor, Professor Patricia Livingston, will monitor the 
research during regular supervision meetings. The School of Nursing and Midwifery 
at Deakin University, Deakin University Ethics Committee and the ethics committees 
and management at all participating organisations; Eastern Health, Royal District 
Nursing Service and Baptcare will also monitor the research. The PhD student will 
communicate with all participating organisations over the course of the research 
project. 
• The commitment required by the participant? 
Participation in the study will require commitment by the participant of taking part in 
3 focus groups of 1 hour duration.  
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• Screening procedures (questionnaire) 
If you decide to take part in the research project, you will first be given a 
questionnaire asking about your place of employment, your role, and your age; this 
will determine if you are eligible to take part. Completing the questionnaire will take 
approximately 5 minutes and the researcher will assist you to complete this 
questionnaire. 
If the screening questionnaire shows that you meet the requirements, then you will 
be able to participate in the research project. If the screening questionnaire shows 
that you cannot be in the research project, the researcher will discuss other options 
with you. 
• Additional costs and reimbursement 
There are no costs associated with participating in this research project, nor will you 
be paid.  
4 Other relevant information about the research project 
This study is part of a larger study that aims to improve discharge and transition 
care for older people and their carers from hospital to home by developing a care 
tool. It is anticipated that 90 people including older people and their carers, and 
health providers in hospital and working in the community will take part.  
We ask everyone who participates in the focus groups to keep information 
discussed during the focus groups private and confidential. We cannot guarantee 
that participants will keep information discussed during the focus groups private and 
confidential. 
We will audio record the focus groups so that we can accurately capture all relevant 
information. 
5 Do I have to take part in this research project? 
Participation in any research project is voluntary. If you do not wish to take part, you 
do not have to. If you decide to take part and later change your mind, you are free to 
withdraw from the project. Information collected during all co-design focus groups 
will be aggregated into grouped information and it will not be possible to identify your 
information from the grouped information or to withdraw your information. 
If you do decide to take part, you will be given this Participant Information and 
Consent Form to sign and you will be given a copy to keep. 
Your decision whether to take part or not to take part, or to take part and then 
withdraw, will not affect your employment, or your relationship with your employer, 
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or your relationship with any participating organisation; Eastern Health, Royal 
District Nursing Service, Baptcare or Deakin University. 
6 What are the possible benefits of taking part? 
We cannot guarantee or promise that you will receive any benefits from this 
research; however, possible benefits may include knowing that you are contributing 
to improved discharge and transition care for older people and their carers in the 
future.  
7 What are the possible risks and disadvantages of taking part? 
Psychological distress 
It is not expected that you will experience distress during the focus groups. If you do 
feel that some of the discussions are stressful or upsetting or if you do not wish to 
participate in the discussion, you do not need to participate, you may stop 
immediately. If you become upset or distressed as a result of your participation in 
the research project, the researcher will be able to arrange for support from your 
employer through the relevant employee assistance program. Any counselling or 
support will be provided by qualified staff who are not members of the research 
team. 
8 What if I withdraw from this research project? 
If you do consent to participate, you may withdraw at any time. If you decide to 
withdraw from the project, please notify a member of the research team before you 
withdraw. A member of the research team will inform you if there are any special 
requirements linked to withdrawing. If you do withdraw, you will be asked to 
complete and sign a ‘Withdrawal of Consent’ form; this will be provided to you by the 
research team. 
If you decide to leave the research project, the researchers will not collect additional 
personal information from you, although personal information already collected will 
be retained to ensure that the results of the research project can be measured 
properly and to comply with law. You should be aware that if you withdraw after 
participating in a co-design focus group then data collected up to that time will form 
part of the research project results.  
9 Could this research project be stopped unexpectedly?  
This research project may be stopped unexpectedly if the PhD student is unable to 
continue her candidature. 
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10 What happens when the research project ends? 
When the research project ends, the researcher will send you a written summary of 
the research results for your information and for your interest. This summary will be 
sent to your email address or it will be sent by regular mail if you prefer.  
Part 2 How is the research project being conducted? 
11 What will happen to information about me? 
By signing the consent form you consent to the research team collecting and using 
personal information about you for the research project. Any information obtained in 
connection with this research project that can identify you will remain confidential. 
Only the researcher and research supervisors are directly associated with the 
research study. All data will be treated as private and confidential. Data files and 
databases will be stored at Deakin University on a secure network drive. Data will be 
stored and managed in accordance with the Information Privacy Act (2001) and the 
Health Records Act (2001). Data will be stored for up to 7 years in accordance with 
the policy at Deakin University. Your information will only be used for the purpose of 
this research project and it will only be disclosed with your permission, except as 
required by law. The personal information that the research team collect and use is 
the information in the focus group interviews.  
It is anticipated that the results of this research project will be published and/or 
presented in a variety of forums. In any publication and/or presentation, information 
will be provided in such a way that you cannot be identified, except with your 
express permission. Information will be confidential. Your name or details identifying 
you will not be presented in any publications.  
In accordance with relevant Australian and/or Victorian privacy and other relevant 
laws, you have the right to request access to the information about you that is 
collected and stored by the research team. You also have the right to request that 
any information with which you disagree be corrected. Please inform the research 
team member named at the end of this document if you would like to access your 
information. 
Any information obtained for the purpose of this research project that can identify 
you will be treated as confidential and securely stored. It will be disclosed only with 
your permission, or as required by law. 
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12 Complaints and compensation 
If you suffer any distress or psychological injury as a result of this research project, 
you should contact the research team as soon as possible. You will be assisted with 
arranging appropriate treatment and support. 
13 Who is organising and funding the research? 
Professor Patricia Livingston and the PhD student, Jacqueline Allen, are conducting 
this research project as part of Jacqueline Allen’s PhD project. This is an unfunded 
research study. 
No member of the research team and no organisation will receive financial benefits 
from your involvement in this research project (other than their ordinary wages). 
14 Who has reviewed the research project? 
All research in Australia involving humans is reviewed by an independent group of 
people called a Human Research Ethics Committee (HREC).  
The HREC of Eastern Health, Royal District Nursing Service and Deakin University 
have approved the ethical aspects of this research project.  
This project will be carried out according to the National Statement on Ethical 
Conduct in Human Research (2007). This statement has been developed to protect 
the interests of people who agree to participate in human research studies. 
15 Further information and who to contact 
The person you may need to contact will depend on the nature of your query. If you 
want any further information concerning this project or if you have any problems 
which may be related to your involvement in the project, you can contact the 
researcher, Jacqueline Allen, on 9244 6960 or any of the following people: 






If you have any complaints about any aspect of the project, the way it is being 
conducted or any questions about being a research participant in general, then you 
may contact: 
  
Name Patricia Livingston 
Position Professor 
Telephone 03 9244 6609 
Email Trish.livingston@deakin.edu.au 
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Complaints contact person Eastern Health 
 
Complaints contact person Royal District Nursing Service 
 
Complaints contact person Baptcare 
 




Name Chairperson Human Research Ethics Committee 
Eastern Health 
Telephone 03 9895 3398 
Email ethics@easternhealth.org.au 
Name Consumer relations coordinator - Emma Williamson 
Telephone 03 9536 5240 
Email ewilliamson@rdns.com.au 
Name Judy Basile 
Position Regional Manager North / East Victoria & Tasmania 
Telephone 03 9831 7392 
Email jbasile@baptcare.org.au 
Position Manager, Ethics and Biosafety, Deakin University 
Telephone 9251 7129 
Email research-ethics@deakin.edu.au 
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Consent Form – Adult providing own consent 
Title 
Improving older peoples’ care transition 
experiences: development of an integrated care 
tool 
Short Title Development of an integrated care tool 
Protocol Number Not applicable 




PhD student Jacqueline Allen / 
Principal Investigator and principal supervisor 
Professor Patricia Livingston 
Associate Investigator(s) Professor A Hutchinson, Dr R Brown, A Nugent, Dr 
S Koch 
Location  
Eastern Health, Royal District Nursing Service, 
Baptcare  
 
Declaration by Participant 
I have read the Participant Information Sheet or someone has read it to me in a 
language that I understand.  
I understand the purposes, procedures and risks of the research described in the 
project. 
I have had an opportunity to ask questions and I am satisfied with the answers I 
have received. 
I freely agree to participate in this research project as described and understand that 
I am free to withdraw without affecting my future care.  
I understand that I will be given a signed copy of this document to keep. 
 
 Name of Participant (please print)     
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Declaration by Researcher† 
I have given a verbal explanation of the research project, its procedures and risks 
and I believe that the participant has understood that explanation. 
 
 Name of Researcher† (please print)   
   Signature   Date   
 
† An appropriately qualified member of the research team must provide the explanation of, and 
information concerning, the research project.  
 
Note: All parties signing the consent section must date their own signature. 
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Form for Withdrawal of Participation – Adult providing 
own consent 
Title 
Improving older peoples’ care transition 
experiences: development of an integrated care 
tool 
Short Title Development of an integrated care tool 
Protocol Number Not applicable 




PhD student Jacqueline Allen / 
Principal Investigator and principal supervisor 
Professor Patricia Livingston 
Associate Investigator(s) 
Professor A Hutchinson, Dr R Brown, A Nugent, Dr 
S Koch 
Location  
Eastern Health, Royal District Nursing Service, 
Baptcare  
 
Declaration by Participant 
I wish to withdraw from participation in the above research project and understand 
that such withdrawal will not affect my routine care, or my relationships with the 
researchers or Eastern Health, RDNS, Baptcare or Deakin University. 
 
 Name of Participant (please print)     
  Signature   Date   
 
 
In the event that the participant’s decision to withdraw is communicated verbally, the Senior 
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Declaration by Researcher† 
I have given a verbal explanation of the implications of withdrawal from the research 
project and I believe that the participant has understood that explanation. 
 
 Name of Researcher (please print)   
   Signature   Date   
 
† An appropriately qualified member of the research team must provide information concerning 
withdrawal from the research project.  
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Appendix T. Co-Design Focus Group Guidelines 1–3 
Co-Design Focus Group 1. 
1. Introductions 
2. Overview of the study & interview findings (context inquiry) 
3. Feedback from the group 
• Do the findings make sense? How/how not? 
Co-Design Focus Group 2. 
1. Introductions & recap of focus group 1 
2. Group discussion 
• Imagine the ideal discharge and transition care experience? 
Co-Design Focus Group 3. 
1. Introductions & recap of focus groups 1 and 2 
2. Overview of care integration tool: domains and questions 
3. Group discussion 
• Does the tool make sense?  
• What could be improved? 
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Appendix U. Worked examples of data analysis 
 
Coding P002 (patient) & PT003 (carer) 
Code Sub-code Quotes 
Dissatisfied with 
discharge, discharge 
was not coordinated 
Rush to push out of the bed 
into the transit lounge. 
Waiting in the transit lounge 
for 2 hours for medications. 
Hospital care was excellent, 
discharge was negative and 
left a negative experience. 
 
Discharge was not 
coordinated. Rush to get the 
bed free, then 2 hour wait. 
 
Two hour wait was frustrating 
PT002: “ Monday 
morning they came in 
and said that I was to go 
home. Then an army of 
people seemed to 
descend into the room, 
into the bathroom, 
collected all my toiletries, 
put them onto the end of 
the bed, the man arrived 
with the wheel chair. 
They came in and 
presented me with the 
note, or she wrote it out 
by the side of the bed. 
That not that I showed 
you. And I asked how 
long I would be in the 
transit lounge because I’d 
experienced a long wait 
there before, the nurse 
said ‘oh just a few 
minutes’. We were then 
bundled up, sent down to 
the transit lounge where 
we waited for 2 hours. 
Siting there, now I found 
that to be um, very long 
and perhaps, I don’t 
know, an unnecessary 
wait. But it wasn’t a very 
happy ending to the stay 
in the hospital. Overall, I 
had been well treated. 
But this mad rush at the 
last half hour to get me 
out of the bed and out of 
the ward down to the 
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transit lounge.” 
More quotes page 4 
“It was just frustrating to 
have to wait 2 hours for 
the pharmacist.” 
Understands that the 
staff are busy 
But 2 hours is too long to 
wait. 
 
Waiting for antibiotic Had all of her own 
medications, waiting for an 
antibiotic 
 
Hospital doctors did 
not give a clear or 
proper explanation of 
illness 
See so many doctors. They 
didn’t give a clear 
explanation. Lack of 
continuity of medical 
practitioner. Local doctor 
explained diagnosis and what 
had happened more clearly. 
“You see so many 
different doctors. That 
you get different, I was 
never really given a 
correct or proper 
diagnosis of what was 
wrong with me. They said 
originally, pneumonia on 
the right side. Then a 
doctor came in and said 
that they had found a bug 
growing in one of my 
blood cells. Now from 
what I can recall, there 
was no explanation about 
what that bug was or 
what it was causing.” 
Doctors did not listen 
to the patient 
Re symptoms “I told them in the 
hospital that for a couple 
of weeks before I went in 
as a patient that I had 
been having trouble with 
my waterworks. Without 
going into too much 
detail. But that just 
seemed to fall on deaf 
ears. 
GP explained in detail 
the significance and 
severity of the illness 
GP explained that she will 
need to be patient and 
recovery will be slow. 
“When we saw our GP 
yesterday, she described 
in great detail exactly the 
significance and the 
severity of a bug in the 
blood if it was coming 
from the bladder. So we 
got more out of our GP in 
5 minutes than we got 
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out of the doctors in the 
hospital in 8 days.” 
Maybe I should have 
asked more questions 
Belief that most elderly 
medical patients are unable 
to understand too much 
information and maybe why 
the hospital doctors don’t 
explain much. 
 
Hospital care was first 
class 
With a couple of negatives 
that took the gilt off. 
 
Nothing positive in 
discharge care 
They just wanted the bed. JA: So what were they 
[the positives] in your 
discharge do you think? 







information was not 
helpful 
It was so general and not 
specific, it was common 
sense. 
“Well, that’s [the nursing 
discharge information] 
only applied common 
sense, there is nothing 
specific about it.” 




with the consultant 
MO 
 “But he never really came 
near me, didn’t ever 
touch me. And invariably 
stood right at the end of 
the bed or in the door 
way. And spoke to 
whether they were the 
ward doctors or, I saw 
him twice.” 
Episodic medical care One doctor came, said no 
breathing problems and take 
her off her puffers. Decision 
based on seeing her once, 
never saw him again. 
Decisions made in isolation. 
“See these are the sort of 
decisions made in 
isolation by independent 
doctors. Now another 
bloke comes along and 
he’s got a different tack 
all together.” 
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appearing once, 




education was well 
explained 
Ward pharmacist went 
through list of medications 
and explained need to take 
antibiotic for 7 days. Printed 
form of medications is an 
excellent reference. 
Quote p 7 
Preparation for 
discharge re nutrition 
was helpful 
Dietician gave nutrition 
education and written sheet 
 
Care in hospital re 
deterioration in 
condition was positive 
Attended to by nurse and 
doctor straight away. 
Thankful for care in the public 
hospital sector. 
 
Symptoms at home Fatigue. Self-caring re 
afternoon sleeps and slow 
exercise 
 
Self-care at home Independent and with 
assistance of spouse. Self-care 
with medicaitons 
 
Value relationship with 
GP 
Value time GP took to explain 
diagnosis and why it would 
take time to recover 
Quotes p 11 
Most important thing 
after discharge 
Support from each other, 
work together as a team 
Quotes p 11 
Meaning of home Happy to be home, sleep in 
own bed, do own routines re 
medications and take own 
time. Valued own room in 
hospital. Reassuring to get 
back to own routine. Feel 
secure at home and confident 
if are problems can get help. 
 
 
Coding PCA008 (healthcare practitioner) 
Codee Sub-code Quotes 
Multidisciplinary team 
discharge planning 
Case managers can attend 
discharge planning meetings. 
Sometimes they are not 
specifically invited, sometimes 
“Like the professionals 
work together as a team, 
it can work and it can be 
a more positive 
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collaboration and discussion 
re discharge plan occurs with 
the hospital staff by 
telephone. Collaboration 
between disciplines and 
listening results in positive 
experiences. Discharge 
planning meetings can occur 
without the family or case 
manager. Professionals 
working together as a team 
and collaborating leads to 
positive experiences. Some 
hospitals invite case managers 
to discharge meetings an the 
families are mostly happy 
with this. Sometimes the CM 
has to invite themselves. CMs 
need to be part of discharge 
planning to know what has 
changed. 
 
CMs work with GPs, some are 
helpful and some are not. 
Assumed that GPs had lots of 
information and knowledge 
but they don’t know about 
every area. CM works with ‘on 
staff’ clinical nurse to liaise 
and communicate with GPs. 
Some GPs have an attitude 
that they know everything 
and CMs know nothing and 
this is difficult. Some GPs are 
very helpful and focussed on 
the patient. 
experience.” 
“There are some hospitals 
that are more inclined to 
invite you to this type of 
thing and most families 
have never had issues 
with this. I have found 
that sometimes I have 
had to invite myself.” 
“But if we are not aware 
or not invited as part of 
that discharge planning, 
then how do we know 
what things might have 
changed?” 
Discharge planning 
with CM and hospital 
staff 
Is focussed on safety and 
supports required to keep the 
person at home for as long as 
possible. Case managers need 
to be involved in discharge 
care. This is because they help 
to keep the person safe at 
home and provide the 
necessary supports. 
“And yet we need to be 
involved more I think with 
especially discharging 
clients home. That’s my 
view on that otherwise 
how can we keep them 
safe at home? Or have 
the necessary supports in 
place for when they are 
discharged home? And 
making that experience 
for them positive so they 
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don’t have that fear of 
how am I going to cope 
when I go home?” 
Discharge planning 




can result. Mostly social 
workers telephone case 
managers, but not always. 
Hospitals may think that their 
part is over when the person 
is gone. Hospitals are busy. 
Case managers are not always 
considered important by 
hospitals. 
“But they were assured 
by the hospital that we 
would be contacted and 
advised of the situation. 
Which obviously we 
weren’t.” 
“I guess as far as the 
hospital may have 
considered that their part 
was done. I don’t know if 
they’re busy? But 
sometimes I think that 
the poor case manager 
rates very low.” 
Lack of collaboration 
leads to negative 
experiences 
Lack of collaboration leads to 
negative experiences. Maybe 
because people are too busy, 




liaison between case 
managers and the 
hospital staff  
Hospital practitioners learn 
that the patient has a case 
manager by the patient telling 
them, case manager usually 
makes direct contact. Case 
manager finds out the person 
is in hospital as services are in 
place and inform the CM if the 
patient is not home. 
Sometimes the CM is the last 
to know that the person is in 
hospital. Client may not tell 
hospital staff as they may not 
think of it, are unwell, it is not 
a priority. Personal carers tell 
case managers the older 
person is not home and the 
CM rings the family. 
Sometimes families contact 
the CM to inform. When there 
are more people/services 
going in, the CM is more likely 
to find out about the hospital 
admission. Hospital social 
workers are good at ringing 
“Usually we find out, 
maybe not that day. I find 
that the hospitals if they 
know I have found that 
the social workers, 
recently in particular, 
have been good at ringing 
and finding out what is in 
place. So I have found 
improvement. I don’t 
trust them to follow-up 
sometimes. I might chase 
them more than they 
chase me. When they 
know what’s in place 
sometimes they don’t 
bother giving us an 
update on what’s 
happening.” 
“I find sometimes it’s like 
extracting a tooth. It can 
be very difficult trying to 
get information 
confirmation. And I know 
that there is all of the 
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and finding out what is in 
place and this is improving. 
Communication from 
hospitals is variable to case 
managers. Case managers can 
chase them for information 
and updates. Hospitals are 
very busy. Social workers in 
hospitals are ringing case 
managers more. Case 
managers visit the hospital 
and leave their details with 
the person in charge. Difficult 
to track down the doctors. 
Has had positive and negative 
experiences with hospitals in 
discharge care. 
Getting information can be 
very difficult. Privacy and 
confidentiality makes getting 
information difficult and is a 
barrier to getting information. 
Case manager going into the 
hospital and leaving their 
contact details and informing 
the staff that they are 
involved is helpful. 
confidentiality and 
privacy.” 
Risks Can’t always eliminate risks, 
try to minimise them. People 
can stay home with risk. 
 





hospital staff not 
listening to the carer 
When hospital staff don’t 
listen to the person. This can 
be very distressing for 
patients. Clients can be sent 
home when they should not 
have been as the carer did not 
want the person sent back 
home. Hospital and doctors 
did not listen. Carer didn’t 
want the client home as she 
had poor health, she wasn’t 
listened to. Had to get the GP 
and organisations clinical 
nurse involved and the 
“I feel that there should 
be more communication 
before he was sent home. 
And I’m surprised that 
the doctors were so 
insistent on sending him 
home. Because I think 
that it was because the 
wife had always been 
such a good carer. But 
she had got to a stage 
where she needed help. 
And I actually have her as 
client today.” 
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patient was sent back to 
hospital. This was distressing 
for the client and the carer. 
The client felt helpless, the 
carer felt put in a difficult 
position. It was emotionally 
traumatic for them. It 
probably happened as the 
carer was a very good carer. 
Patients can lose their 
confidence in hospital 
This can contribute in medical 
staff pushing for placement 
“He really wanted to go 
home but he’d lost his 
confidence. Because of 
that the hospital were 
pushing, mainly the 
medical staff, the doctors 
were pushing to have him 
go into care.” 
Case managers can 
advocate for clients in 
hospital discharge to 
go home 
Case manager can advocate 
through OT re having a 
discharge meeting with the 
older person at home so the 
OT can assess how the client 
functions in their home and 
discuss home supports with 
the person and case manager. 
Some clients can function 
better at home than in 
hospital. In one case, the OT 
presented a positive 
assessment and plan to 
medical staff and others on 
the team and the team agreed  
to discharge the client home 
with support from case 
manager. They stayed home 
for another 3 years. 
“So by giving him that 
opportunity to go home, 
now that was a positive 
outcome. The OT was 
very positive about the 
whole experience. She 
wrote a lovely report. 
And she presented it at 
the next meeting that she 
had with the doctors and 
that. So they agreed to 
discharge him home.” 
Clients can accept 
placement when they 
understand that they 
are not safe at home 
 “And then at that stage, 
he had actually had a fall. 
And unfortunately he 
couldn’t get well enough. 
HE broke his hip. So he 
went into care then and 
he accepted that then. 
Because he couldn’t walk 
and it wasn’t obviously 
safe to go home and live 
on his own.” 
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Hospital staff need to 
listen to the patient 
and carer for positive 
outcomes 
Listening to what the patient 
wants and working with the 
patient is important for 
positive discharge outcomes. 
Listening to carers is 
important. Patients need to 
be involved and consulted by 
the multidisciplinary team. 
“So the fact is that by the 
hospital actually listening 
to what the client wanted 
and working with him, he 
was able to stay at home 
almost until the end.” 
Responsive 
community-based care 
Case manager can put in a 
personal carer for a brief 
period to support the family if 
needed in the short-term. 
Visiting nurses are good at 
monitoring the older person 
at home. 
 
Funding Care packages are limited in 
funding and can only provide 
a certain amount of support.  
“She is fortunate that 
there is some money 
there to prop it up, the 
packages. Because the 
packages are good but 
they don’t provide 24 
hour a day, 7 days a week 
care.” 
The quality of 
discharge care may be 
individual 
Different individual medical 
staff may view discharge care 
differently.  
 
Assessment in the 
home is vital for some 
clients 
To assess their functioning in 
their own environment. OT 
assessment in the home can 
facilitate discharge home. 
“The OT giving him that 
opportunity to go home. 
She had to take him from 
the hospital to his home 
and let him go through 
the paces or the 
necessary steps that he 
needed to take. She had 
to see that he could 
manage this. And she did 
that. Now she could have 
said no. But she didn’t 
and because she was 
prepared to do that he 
managed to stay home 
almost to the end.” 
Discharge assessment 
and planning needs to 
consider options 
beyond home, when 
home is not 
When nothing more can be 
done medically in hospital and 
the carer can’t care anymore, 
other options need to be 
looked at beyond discharge 
“That there is not much 
more that they can do for 
him. But having said that 
they should have listened 
to her, she wasn’t able to 
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appropriate home. care for him and 
something else should 
have been looked at.” 
Case managers involve 
the patient 
What do they feel that they 
need. Need to listen as they 
will tell you 
“Well I like to start with 
what they feel that they 
need. And quite often if 
you really listen it’s not so 
silly. Because it could be 
as simple as OK, you can 
hae an OT recommended 
commode chair. They 
might say oh I’m very 
slow at getting to the 
toilet. Maybe if I had 
something a bit closer?” 
Not involving the 
patient and family 
contributes to 
negative experiences 
When the patient is talked 
about in a discharge planning 
meeting and not involved. 
Similarly for family. 
“Every discipline will talk 
about them but not 
involve them. It’s like 
they are just sitting there 
and the family too. Even 
though we do this nice 
little who I am and where 
we are from introduction. 
The disciplines tend to 
talk more about them 
rather than involve 
them.” 
Involving the patient 
and family 
Some hospitals do involve the 
patient and the family in 
discussion during discharge 
planning meetings. 
“I’ve been to some really 
good ones. Where they 
have actually listened to 
the client, involved the 
client in every step, even 
the doctor.” 
Barriers to involving 
patients 
Hospitals are very busy.  




Public hospitals are 
more responsive than 
private hospitals in 
discharge care 
Private hospitals tend not to 
involve case managers in 
discharge care. Discharge 
planners are often difficult to 
contact. Responsiveness is 
improving in public hospitals. 
“In fact you will get more 
response now from the 
publics rather than the 
privates. I think that with 
private, well I’ll say for 
one here, they have one 
local person who 
coordinates, and she is 
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not even full-time.” 
“I’ve found that it is 
improving in the public 
hospital system where I 
am getting more contact 
with the social workers.” 
Private hospitals can 
be responsive 
Other experiences in private 
hospitals that were positive. 
NUM very involved and 
regular contact with CM re 
patient and this was helpful. 
Many DVA clients at this 
hospital. NUM assisted with 
accessing products.  
“She would help out the 
case managers. She kept 
in touch with me right 
through the whole 
experience. My client was 
there for some time. And 
gave me some 
information which helped 
me to plan better. To 
make the transition home 
for my client safer and a 




Education and training in 
person centred care 
 
Barriers to discharge 
care 
Clients can have unrealistic 
expectations. Sometimes they 
need to let the client fail while 
managing risk to let the client 
see for themselves. 
“But he would have seen 
it for himself. Otherwise 
he would have always 
believed, I could have 
gone home and I’ve been 
kept from it. Sometimes 
they need to see for 
themselves because 
sometimes their 
expectations can be 
unrealistic.” 
Sometimes patients 
manage at home 
against the 
expectations of the 
hospital. 
Working together with 
community providers. 
Effective and skilled 
community based care 
including skilled nursing care. 
Community care keeps people 
out of hospital. 
“I have another client, 
she is all on her own with 
dementia. She has been 
in hospital too. I think 
that the hospital were 
amazed that we were still 
keeping her at home. We 
couldn’t but she has got 
the State Trustees. And 
she has got some income 
coming there. Different 
package levels, we have 
had to keep her on the 
lower package level so 
that we could keep the 
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community nurses 
involved, the district 
nurses. They are there 
every day monitoring her. 
They give her, we provide 
it, a nutritional drink and 
her medication.” 
Best thing People are willing to listen. 
Collaborative practice. 
 
Worst thing Taking people home against 
the carers wishes, not 
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Appendix V. Summary of Themes Context Inquiry Guiding Discussion Focus Groups 1 and 2 
Themes (Patients, Carers) 
The hospital experience: 
satisfactory relationship & 
felt confusing 
Hospital discharge: closing 
the relationship, freedom 
to return home 
Care at home: Impressive 
support, challenges in 






discharge: Self-care and 
support  
 
• Valuable care in 
hospital  
− Kindness & attention 
of nurses 
− Medical treatment 
• Kindness of the 
nurses and saying 
goodbye 
• Felt ‘cared for’  
− Follow-up phone call 




extensive and vital 
support  
− Caring can be stressful 
for carers 
• Being home is the best 
place to heal, do things 
your own way 
• Some interactions felt 
confusing  
− Multiple medical 
practitioners 




− Not always listened to 
by staff 
• Preparation for 
discharge 
−  Some ad 
hoc/uncoordinated 
with no follow-up 
(Acute care) 
− Well coordinated and 
good follow-up care 
(GEM) 
• Valued GP support  
− Make sense of 
hospitalisation & 
ongoing medical care 
 
• Carers need support 
− Need to be listened to 
and reassured 
• Carers are vital for all 
kinds of support/tips 
• Difficulty ‘getting into’ 
aged are (Acute care) 
• The rush to free up 
the bed 
− Upsetting and 
confusing 
− No time to say 
goodbye 
• Doctors outside the 
hospital were 
confused about what 
happened in hospital  
− Felt confusing for the 
older person and carer 
• Carers are not always 
part of discharge and 
transitional care 
planning  
− Carers may need to 
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  • Support from councils 
was variable  
  
• Some interactions felt 
confusing  
− Multiple medical 
practitioners 




• Not always listened to 
by staff 
− Need for discussion 
between older person, 
carer and health 
practitioner 






−  Some ad 
hoc/uncoordinated 
with no follow-up 
(Acute care), limited 
discussion between 
older person, carer 
and health 
practitioner 
− Older person may 
need to advocate for 
themselves in 
discharge and care 
transition 
− Carers are not always 
part of discharge and 
transitional care 
planning and may 
need to advocate for 
the older person 
• Valued GP support  
− Discussion and make 
sense of 
hospitalisation & 
ongoing medical care 
− Address need for 
information 
• Health practitioners 
assume carers can 
provide care  
− When they cannot 
Nil 
• Difficulty ‘getting into’ 
aged are (Acute care) 
− Need to include carers 
in discussion re 
discharge and care 
transition 
    
Nil • Excellent care and 
medication education 
from the ward 
pharmacists 
• Availability of visiting 
services  
− Build confidence  
•  Older person/carer self-
manages  
− Symptoms 
Chronic health problems 
• Available community 
supports assist 
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 • Education re self-care 
− Helpful 
− Some non-specific 
and unhelpful (Acute 
care) 
• Astounded that so 
much support was 
available  
 • Older person/carer self-
manages  
− Symptoms 
− Chronic health 
problems 
  • Valued GP support  
− Make sense of 
hospitalisation & 
ongoing medical care 
 • Coming home at first is 
difficult 
  • Limited health 
monitoring  
−  Older person did not 
meet the criteria for 
home nursing 
 • Education was variable 
re self-management  
− In acute care (except 
for medications) 
 
Themes (Healthcare Practitioners) 
Multidisciplinary/sub-acute 
is fragmented from 
community 
• ‘Push’ for early 
discharge – transition 
right place/program 
• Limited formal 
‘system’ to guide 
acute care nurses –
screen/assess 




• Person and family 
focused care is 
important 
− The older person’s 
choice is important 
• The older person 
has the right to 
− Take risks  
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• Complex care 
reconciliation 
processes at each 
point of discharge and 
transition 
• Communication/collab
oration for community 
practitioners with 
multidisciplinary 
teams is difficult 
 Particularly for 






support a balanced 
decision 
• Discharge home 
with a high risk of 
injury or neglect is 
worrying for health 
practitioners 
− It is sad and 
frustrating when the 
older person is 
readmitted 
− Some older people 
remain at home with 
high risk 
• Placement against 
the wishes of the 
older person is 
distressing  
− Is rare 
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